Here is a new and fully illustrated manual of today’s best 
corrective procedures for poor body alignment and muscle 
dysfunction. 


The bulk of the book describes specific exercise therapy for 
defects in body alignment and for muscle disability. You'll 
find scores of corrective procedures for these muscle groups: 
Low Back Area, Abdominal Musculature, Upper Trunk and 
Neck Area, Shoulder Girdle, Thoracic Area, and the Lower 
Extremities (feet, legs and thighs). Exercises are graded by 
difficulty. 


A highly visual approach through the use of 232 line draw- 
ings practically eliminates misunderstandin 


exercises are to be performed. 


in how the 


5 


of the AMERICAN 
OSTEOPATHIC ASSOCIATION 


Williams and Worthingham’s 
THERAPEUTIC EXERCISE 


HANDY SAUNDERS orDeER FORM ON PAGE 99> 


Orthopedic Number 


Proposed revision of 
Constitution and By-Laws 


The authors guide you in reaching these objectives: 

1. Development of proper kinesthetic sense in patient so 
he recognizes when posture and movement are “good”. 

2. Improvement of neuromuscular function by maintaining 
corrected position in patient. 

. Obtaining relaxation of unneeded musculature. 

. Increasing mobility of affected parts. 

. Stimulating patient’s interest in better alignment and 
mechanies. 


By MARIAN WILLIAMS, Ph.D., Assistant Professor of Physical Therapy, 
Dept. of Allied Medical Sciences, School of Medicine, Stanford University; 
and CATHERINE WORTHINGHAM, Ph.D., Director of Professional Edu- 
cation, The National Foundation for Infantile Paralysis. 134 pages, 8” x 10%” 
with 232 illustrations. About $3.50. New! 
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THREE GENERATIONS OF PATIENTS HAVE TAKEN 
ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, sparkling SAL HEPATICA has given prompt, APERIENT 
gentle relief of constipation. Because it is both antacid and a” 
effervescent, SAL HEPATICA passes rapidly through the 

stomach. In the intestine, Its osmotic action provides liquid LAXATIVE 

bulk to stimulate peristalsis, hasten evacuation. 


Taken half an hour before the evening meal, pleasant- 
tasting SAL HEPATICA usually acts before bedtime. Taken camaane 
before breakfast results may be expected in an hour. 


SAL HEPATICA is mild, relieves without griping. Being 
antacid, it alleviates the gastric hyperacidity which fre- 
quently accompanies constipation. 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, !.Y. 
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chances are 
3 t0 itt be a Chest Film*... 


You might suppose a good chest film would be easy to take. 
Yet this “simple” examination is often very troublesome. 
The trick is to get consistent uniformity so films 

of a given patient taken at long intervals will always be 
dependably comparable in density and contrast. 

If you’re an expert technician, you juggle kilovoltage, 
time, milliamperage and focal spot to suit each patient. 

If you’re not, you guess... wrong, too often. 


There’s no guessing, though, when you work witha 
Picker “Anatomatic” x-ray control. It automatically 


integrates and sets up the whole complex of correct 3 

exposure factors for individual parts of individual patients. *National hospital surveys indicate that 
y 33% of all roentgen examinations are 

You need no charts, make no calculations. chest films. Next in number are all ex- 


tremities, averaging 10%. 


ee here’s all you do... 


CHEST 
HEART 


PA/ObI 


dial the bodypa 
this chest station is one of 
22 bodypart stations 


2 set its thickness 3 take it! 
to the measured thickness that’s all 
of the part 


Companion to the Picker Anatomatic control 
is this efficient “Century” x-ray table 
...atable with the rich look you’d expect to find 
only in upper-bracket x-ray equipment. 

The single tube converts from fluoroscopy 

to radiography and vice versa in a jiffy. 

100 ma and 200 ma models. 


Let your local Picker man tell you more 
about this remarkable x-ray machine 

...or write Picker X-Ray Corporation, 
25 South Broadway, White Plains, New York. 


new way in x-ray 
PICKER “ANATOMATIC” 


fluoroscopic /radiographic unit 
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The correlation of clinical, electrocardiographic, and 
autopsy findings in 100 cases of myocardial 
infarction. 

Harold J. Strick, D.O., Los Angeles, California 

The tuberculin test. 

Theodora Greenburg, D.O., Los Angeles, California 

Case Reports 

Ependymoma of the cauda equina. 
William J. Monoghan, D.O., Kansas City, Mis- 
souri 
Ectopic kidney obstructing labor. 
Theodore H. Freilich, D.O., and Samuel Brint, 
D.O., Philadelphia, Pegnsylvania 

Editorials 

Notes and Comments 

Proposed amendments to and revision of the Constitu- 
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Current Literature 
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Justification of open reduction of elbow fracture in 
three adolescents. 
Karl P. B. Madsen, D.O., Oakland, California 
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A three-year survey of treatment of congenital talipes 
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Paul Leonard, D.O., John P. Wood, D.O., 
Detroit, Michigan 
Orthopedic problems in metastatic carcinoma. 
Arnold Gerber, D.O., M. Sc., Philadelphia, Penn- 
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The bone graft. 
Harold E. Clybourne, D.O., F.A.C.O.S., Colum- 
bus, Ohio 
Treatment of vertebral body compression fractures. 
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Neurogenic sarcoma. Differential diagnosis and treat- 
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John Douglas Segel, A.B., D.O., Los Angeles, 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OsTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JouRNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 


2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct quota- 
tions. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 


2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink en good 
quality white paper. Lettering must be large enough to 
be read when reduced. 


3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 
1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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so much easier to use for dandruff 
¢ phat patients can hardly fail to benefit. | 


simple as A-B-C, day or night routine 


no complicated 


shampoo or timing 


run m 


~_ brush offjor rinse off if desired procedures 


copes 


effective in dry or oily dandruff 


‘ching and stinging all respond quickly 


scaling and crusting 
oiliness of sealp SEBIZON 
ee 


Avoilable on Rx onlyins oz. plastic squeeze tube. 


caizow,® preparation) contains 
Sulfecetamide Sodium U. 


07 


in these conditions... 


mixed infections of the urinary tract, 
as @ supportive measure in surgery, and 
in selected cases of bacterial endocarditis 


the combination .....::..... 


dihydrostreptomycin is 


of choice ....:.;.. 


one vial 


a 


MBIOTIC. 


am, 


dihydr 
lose. 
Combiotic Aqueous Suspension 


rae available in 


(Dray PowpeEr) 


e injection from one cartru 


Stera ject 


it 2 single- disposable cartrid 
ostre] sul with sterile needle attached 
dose i and dispose ~—eliminates steriliz 
tion, measuring, assembly, breakag 
fizer injectables available in single 
dose disposable cartridges: : 
Penicictin G Procaiwe Crysta 
LINE 1n Aqueous Suspension, 300, 
000; 600,000 and 1,000,000 units. 
400,000 units penicillin G procain 
erystalline plus 0.5 Gm. dihyd 
streptomycin. 
Strerromycis 
rm 
YDHOSTREPTOMYCIN SULFAT 
So.ution, 


(smaller, 22-gauge needle for mo 
dosage forms minimizes injection 


ag 
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invitation to asthma? 


not necessarily 


Tedral, taken at the first sign of attack, often 
forestalls severe symptoms. 


relief in minutes .. . Tedral brings symp- 
tomatic relief in a matter of minutes. Breathing 
becomes easier as Tedral relaxes smooth muscle, 
reduces tissue edema, provides mild sedation. 


for 4 full hours... Tedral maintains more 
normal respiration for a sustained period—not 
just a momentary pause in the attack. 


Tedral provides: 
in boxes of 24,120 and 1000 tablets 


Tedral 
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an entirely new, readily soluble, 
single sulfonamide exhibiting 
excellent antibacterial action 


at radically reduced dosage 


KYNEX SETS ANEW STANDARD FOR SULFA THERA'Y 


LOW DOSAGE: a total maintenance dose of only 2 tablets 
daily. 


SOLUBILITY: prompt absorption, ready diffusion into body 
fluid and tissue. 


PROLONGED ACTION: therapeutic blood levels within 
the hour, blood concentration peaks within 2 hours—5-10 mg. 
few blood levels persist 24 hours after a single oral dose 
of 1 Gm. 


BROAD-RANGE EFFECTIVENESS: kK yne_x is particularly 
efficient in urinary tract infections due to sulfonamide-sen- 
sitive organisms, including E. coli, Aerobacter aerogenes, 
Paracolon bacilli, streptococci, staphylococci, Gram-negative 
rods, diphtheroides and Gram-positive cocci. 


REG. U.S. PAT. OFF. 


SAFETY: Kynex offers a margin of clinical safety based en 
low required dosage, solubility, slow excretion rate. Although 
KYNEX Sulfamethoxypyridazine is a sulfonamide derivative 
and the usual precautions regarding such drugs should be 
observed, the low daily dose of 1.0 Gm. is all that is required 
for therapeutic blood levels. No increase in dosage is recom- 
mended. 

CONVENIENCE: The low adult dose of 1 Gm. (2 tablets) per 
day offers optimal convenience and acceptance to patients. 


TABLETS: Each contains 0.5 Gm. (7% grains) sulfamethexy- 
pyridazine. Bottles of 24 and 100. 


SYRUP: Each teaspoonful (5 cc.) contains 250 mg. sulfa- 
methoxypyridazine. Bottle of 4 fl. oz. 


LEDERLE LABORATORIES DIVISION AMERICAN CYANAMID COMPANY. PEARL RIVER, NEW YORK C Lederte) 
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TRICHOMONAS 
MONILIA 
BACTERIA 


welcome clinical advance... 


effective medication 


in an appealing form 


Soft and pliant as = the Milibis vaginal suppository offers proved therapeutic 
action* in a vehicle giving unusual clinical advantages to both patients and physician. 


COVERS CERVIX AND VAGINAL WALL —The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE-The short course of treatment with 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 

longer treatments before complete cure. 


® 
M LI B : S Vaginal Suppositories 


Supplied: boxes of 10 


‘ *97 per cent effective in a study of 564 cases; 
LABORATORIES 94 per cent effective in a series of 510 cases. 
New York 18, N.Y. 


Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off. 


Journat A.O.A. 
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BRAND OF RESCINNAMINE 


a newer, better tolerated alkaloid 
of rauwolfia for improved contro 
of tension and hypertension. 


preferred by tense patients... 
preferred by hypertensive 
patients... side effects are less 
frequent and less pronounced 


MODERIL (brand of rescinnamine) 
gently brings relief to patients 
suffering from labile hypertension 
and anxiety, with less frequent and 
less pronounced side effects than 
earlier forms of rauwolfia therapy.'* 
With Moderil there is reported a 
reduced incidence and reduced severity 
of such side effects as: depression, 
diurnal somnolence, lassitude, weight 
gain, bradycardia, fatigue and weak- 
ness.'* It is further reported that an 
appreciable number of patients who com- 
plain of mental depression, for example, 
while on other forms of rauwolfia, may 
be relieved of such symptoms by changing 
to rescinnamine (Moderil).‘ In a recent 
comparative study involving tense patients 
‘**rescinnamine was preferred ... by almost 
all the patients in the trial.’ 


Supplied: oval, scored, yellow tablets, 0.25 
mg. and oval, scored, salmon tablets, 0.5 mg. 


1. Hershberger, R. L.; Dennis, E. W., and Moyer, J. H.: 
Am. J. M. Sc. 231:542 (May) 1956. 2. Moyer, J. H.; Dennis, 

E. W., and Ford, R.: A.M.A. Arch. Int. Med. 96:580 (Oct.) 1955. 
3. McQueen, E. G., and Smirk, F. H.: Postgrad. M. J. 364:85 
(Feb.) 1956. 4. Smirk, F. H., and McQueen, E. G.: Lancet 2:119 
(July 16) 1955. 5. Hollister, L. E.; Stannard, A. N.,and Drake, 
C. F.: Dis. Nerv. System 17:289 (Sept.) 1956. 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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TO FIGHT THE INROADS OF AGE 


Current opinion stresses the importance of early recognition of 
the undesirable effects of aging, and adequate metabolic support 
of the body’s fight against them.' NEOBON, by providing 4 factors 
PLUS 1, corrects all 5 of the recognized treatable causes of aging. 


Gonadal Hormone Decline—NEOBON’S daily dose of 3 mg. Methyl- 
testosterone and 0.018 mg. Ethinyl Estradiol offsets it. 


Hematinic Deficiencies—NEOBON combats nutritional anemia and 
iron deficiency with essential hematinic factors. 


Digestive Enzyme Deficiency—NEOBON supplies pepsin and pan- 
creatin to insure proper absorption and utilization of foods— 
despite digestive “let-down”’ of aging. 


Nutritional Inadequacy—NEOBON’S complete combination of essen- 
tial minerals and vitamins replaces deficiencies inherent in the 
restricted diets of the aging. 


PLUS-—NEOBON’s new lysine, the amino acid that lifts low value vegetable 


— 


& 
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proteins to the high grade quality found in meat and eggs. 


NEOBON in bottles of 60 soft, soluble capsules; prescription only. 
1. Klemme, H. L.: Clin. Med., October, 1956. 


NEW NEOBON’ LIQUID, a geriatric tonic 
providing gonadal and thyroid supplementation, im- 
proved carbohydrate and protein utilization, hematinic 
action, and mild antidepressant effect. 


In 16 02. bottles; prescription only. 


PEACE of mind ATARAX® Chicago 11, Illinois 


Journat A.O.A. 
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He used to fuss and fume when traffic slowed him down. Now he 
relaxes—his pace of living has been “calmed down”—since his 
doctor prescribed 


utiserpine’ 


Life 
That’s the tranquilizing-sedative-hypotensive effect 
« BUTISERPINE has on tense, highstrung patients. Its Butisol 
wit hout component quickly induces a more reasonable, tranquil attitude. 
This gives the reserpine component a chance to build up to its 
maintenance tranquilizing effect. 


Frenzy Now you can prescribe Butiserpine also in its delightful Elixir 


form. Each tablet or teaspoonful of elixir contains: 


BUTISOL SODIUM® 15 mg. (% gr.) 
Butabarbital Sodium 
Reserpine 0.1 mg. 


Tablets 
Elixir 
e Prestabs* Butiserpine R-A (Repeat Action Tablets) ~ 


*Trade-mark 


Laboratories, Inc. 
Philadelphia 32, Pa. 
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Traumatic periarticular fibrositis is a com- 
mon penalty for those who go beyond their 
physical capacity. Early and adequate therapy 
with SIGMAGEN prevents the development of 


‘ligamentous calcification, periarthritis and 


its painful, sometimes irreversible, results. 
SIGMAGEN provides doubly protective corti- 
coid-salicylate therapy —a combination of 
METICORTEN® (prednisone) and acetylsalicylic 
acid providing additive antirheumatic benefits 
as well as rapid analgesic effect. These benefits 
are supported by aluminum hydroxide to coun- 
teract excess gastric acidity and by ascorbic 
acid, the vitamin closely linked to adrenocorti- 
cal function, to help meet the increased need 
for this vitamin during stress situations. 
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Therapy should be individualized. Acute con- 
ditions: 2 or 3 tablets 4 times daily. Follow- 
ing desired response, gradually reduce daily 
dosage and discontinue. Subacute or chronic 
conditions: Initially as above. After satisfac- 
tory control is obtained, gradually reduce the 
daily dosage to minimum effective mainte- 
nance level. For best results administer after 


meals and at bedtime. 


Precautions: Because SIGMAGEN contains prednisone, the 
Same precautions and contraindications observed with this steroid 
apply also to the use of SIGMAGEN. 80-3-457 


“old 16 points” 
takes his 
last 


: 


for patients who go beyond their 
physical capacity... protective cor- 
ticoid-salicylate therapy 


corticoid-analgesic compound tablets 


Predni 0.75 mg. Aluminum hydroxide........75 mg. 
Acetylsalicylic acid......325 mg. Ascorbic acid .20 mg. 
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_~ Equally Important in 


REDUCIN G Diets y 


The maintenance of an optimal nutritional state in the face of a sharp 
curtailment of caloric intake makes it mandatory that the daily diet satisfy 
all requirements for protein, vitamins, and minerals. Thus all foods present 
in normal diets, including meat, poultry, fish, eggs, dairy products, vege- 
tables, fruits, and enriched and whole grain products, may be represented 
in the reducing diet. 


The enrichment nutrients of enriched bread are selected qualitatively 
and quantitatively because of their importance in everyday nutrition. 
These nutrients have proved especially important in restricted diets. 


Though relatively low in calories (only 63 per slice), enriched bread con- 
tributes noteworthy amounts of biologically valuable protein, the B vita- 
mins thiamine, riboflavin and niacin, the minerals iron and calcium. 


The average contribution per slice—protein 2 Gm.; thiamine 0.06 mg.; 
riboflavin 0.04 mg.; niacin 0.56 mg.; iron 0.6 mg.; calcium 21 mg.—merits 
the inclusion of enriched bread in the reducing diet, and—through the 
number of slices included—helps in assuring adequate intake of these 
essentials. 

Fresh or toasted, or in sandwiches, enriched bread affords 
eating satisfaction so essential for making any reducing 
regimen tolerable over the long term usually required. 


Nutritionof the American Medical Associationand found 
consistent with current authoritative medical opinion. 


AMERICAN BAKERS ASSOCIATION / 


20 NORTH WACKER DRIVE + CHICAGO 6, ILLINOIS 


Journat A.O.A. 
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A simple but neglected diagnostic procedure 


Proctosigmoidoscopy is the only accurate method of polyp 
detection.! Yet internists and general practitioners, upon whom 
diagnosis often depends, continue to neglect it.? 


Preparation for proctosigmoidoscopy in office or hospital is 
greatly simplified by the FLEET ENEMA Disposable Unit. 
Cleansing is thorough yet gentle, permitting a clear field,! and 
more effective than one or two pints of soap suds or tap water.” 


FLEET ENEMA contains, per 100 cc., 16 Gm. Sodium Biphos- 
phate and 6 Gm. Sodium Phosphate, in a ready-to-use squeeze 
bottle with self-lubricated, anatomically correct rectal tube. 


1. Crumpacker, E. L., et al, AMA Arch. Int. Med. 98:314, 
1956. 2. Swinton, N. W., Surg. Clin. No. Am, 35:833, 1955. 


® 
FLEET ENEMA 
Disposable Unit 
C. B. Fleet Co., Inc., Lynchburg, Virginia 


® 
Makers of Phospho-Soda (Fleet) 
A laxative of choice for over 60 years 
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Yes, doctor, there IS a genuinely effective, 
non-irritating, topical analgesic 


CREME WARREN-TEED 


for relief of pain from sprains, 


muscular stiffness, aching joints 


PENETRATING . .. 8 to 10 times faster than 
methyl! salicylate...8 to 10 times the radial 
distance ... proof upon request. 


LASTING . .. traces of salicylate in the urine 
21/4 hours after application ... peak urine sal- 
icylate at 514 hours... still present after 614 
hours. 


NON-IRRITATING . .. contains no counter 
irritants or vasodilators ...can be rubbed in or.“ 
used under bandages. Causes no redness. 


NO MEDICINAL ODOR 
NON-STAINING 


And Ethical ... sold only through the profession, 
not advertised to the consumer. 


THE WARREN-TEED 
PRODUCTS COMPANY 


COLUMBUS, OHIO 


Dallas Chattanooga los Angeles Portland 


Journat A.O.A. 
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We invite you to turn to the following pages, 


which present reproductions of Pediatric Antiques from the Mead Johnson Collection, 


and information on 


The Mead Johnson Formula Products Family 


a family especially designed for your 


convenience and service — 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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for the 200 B.C. infant... 


Unglazed pottery feeding vessel of Roman origin. 


today, for routine infant fee: 


HE MEAD JOHNSON FORMULA PRODUCTS FAMILY FOR EVERY INFANT FEEDING NEED 
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When you prescribe Lactum—milk and Dextri- 
Maltose formula—you provide nutritional 
safeguards essential to sturdy growth and 


development. 


According to Frost and Jackson, “infants fed 
this formula...have mean height and weight 
curves slightly above normal, and a normal or 


superior picture of general development.” 


Frost, L. H., and Jackson, R. L.: J. Pediat. 39 :585-592, 1951. 


you have the convenience of ready-to-use Lactu m 


liquid and powder 


LACTUM® OLAC® DEXTRI-MALTOSE® SOBEE® NUTRAMIGEN® PROBANA® 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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for the 1 114 infant «++ Pennsylvania feeding pot made of tin. 


today, for routine infant feeding... 


ready-to-use Olac: 


liquid and powder 
Olac is a balanced formula made 
from non-fat milk, refined vegetable 
oil and Dextri-Maltose. It is gen- 
erous in protein and specially proc- 


essed for digestibility. 


Mothers appreciate the freedom 
from regurgitation after-smell—and 
the low incidence of feeding prob- 


lems. 


carbohydrate milk-modifier Dextri-Maltose: 


Dextri-Maltose, carbohydrate de- 


signed specifically for infant for- 
mulas, is manufactured with 
meticulous care to meet the highest 
standards of nutritional and phar- 
maceutical excellence. It offers 
benefits of spaced carbohydrate ab- 
sorption, nonsweetness, bacterio- 


logic safety and convenience. 


THE MEAD JOHNSON FORMULA PRODUCTS FAMILY FOR EVERY INFANT FEEDING NEED 


for the 19th century infant . «+ Majolica feeding vessel. 


today, in chronic digestive disorders... 
. ® 
you have the convenience of ready-to-use Probana 


Probana is a therapeutic formula made from 
powdered protein milk, hydrolyzed casein, ba- 
nana powder and dextrose. It is high in easily 
utilized protein, low in fat, and provides carbo- 


hydrate largely as simple sugars. Provides well- 
tolerated feedings in celiac disorders and 


pancreatic fibrosis...equally valuable in other 


conditions involving chronic diarrhea, steator- 


rhea or digestive disturbance. 


DEXTRI-MALTOSE® SOBEE® NUTRAMIGEN® PROBANA® 


LACTUM® OLAC® 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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for the 1875 infant... 


American glass feeding bottle. 


today, for milk-sensitive patients... 


THE MEAD JOHNSON FORMULA PRODUCTS FAMILY FOR EVERY INFANT FEEDING NEED 
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A soya formula, not just a “soybean milk,” Sobee 


Liquid provides well-tolerated, balanced feed- 
ings. No extra carbohydrate need be added. 
“Thermoflash sterilization” gives pleasant bland 
taste and light color—well accepted by babies. 
Both skin and gastrointestinal symptoms caused 
by milk allergy are usually relieved promptly. 
Stools are satisfactory...and diaper staining no 


problem. 


Note: For patients allergic to soybean or any 
intact protein, Nutramigen provides a balanced 
hypoallergenic formula containing protein in 


“predigested” (hydrolyzed) form. 


you have the convenience of ready-to-use Sobee 


liquid 


LACTUM® OLAC® DEXTRI-MALTOSE® SOBEE® NUTRAMIGEN® PROBANA® 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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THE MEAD JOHNSON FORMULA PRODUCTS FAMILY 


INFANT FEEDING NEED 


FOR EVERY 


for routine infant feeding 


Lactum milk and Dextri-Maltose formula 


liquid + powder 


non-fat milk, refined vegetable 


oil and Dextri-Maltase formula 


for allergic infants 


balanced soya formula Sobee Nutramigen hydrolyzed casein, 


liquid Dextri-Maltose, arrowroot 
starch and corn oil formula 


for chronic digestive disorders Probana  formuta of protein milk, hydrolyzed 


casein, banana powder and dextrose 


Infant feeding experience for the past 50 years provides the background for 


the products in the Mead Johnson Formula Products Family. Today, you can 
meet your feeding needs for both well and sick babies with convenient Mead 
Johnson formulas. Each product provides an authoritative formulation, and 
is manufactured with meticulous care to meet the highest standards of nutri- 


tional and pharmaceutical excellence. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


Dextri- 
liquid powder Maltose 
carbohydrate modifier 


in 
treatment of 


MENSTRUAL IRREGULARITIES 


let DUOSTELFONE 100. 


“do as the ovaries do...” 


A PHYSIOLOGIC REGULATOR: For Simplified, Oral Treatment of 
Secondary Amenorrhea: infrequent periods, subnormal flow, Dysfunctional 
Uterine Bleeding: menorrhagia, relapse after curettage, irregular or too 
frequent periods, prolonged or profuse menses. 


OTHER INDICATIONS: Habitual abortion, functional sterility and 
dysmenorrhea have responded to DUOSTERONE therapy. 


ACTION : DuOSTERONE simulates the normal ovarian endocrine pattern of 
the secretory phase of the menstrual cycle. A normal cycle may be set off 
’ by DuosTERONE, much as touching the pendulum starts a wound clock. 

Normal menstrual function is safely and conveniently restored with 

essential, two-hormone action provided by DuosTERONE: (1) Administra- 
tion of needed progesterone, and (2) Estrogen priming, which is indispens- 
able to adequate progesterone activity. 


DUOSTERONE may initiate an endocrine chain-reaction resulting in 
spontaneous ovulatory cycles according to the concept of Holmstrom.* 
*Amer. J. Obst. & Gynec., 68:1321, 1954 


now write for: 


Medication Time Calendar... Clinical Supplies 


PLIED : DuosterRONE tablets in bottles of 25 and 100. On prescription only. 


ROUSSEL CORPORATION ¢ 155 East 44TH St., NEw YorRK 17, N.Y. | 
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new liquid dosage form 
new orange-pineapple flavor 


suspension 


Each teaspoonful (5 cc.) of DORBANTYL Suspension contains 
25 mg. DORBANE® and 50 mg. Dioctyl Sodium Sulfosuccinate— 


“Its use will promote bowel regularity in both 
operative and non-operative patients better than 
either of the two components alone.”! 


DORBANTYL is indicated in anorectal and colonic 
surgery, gynecology and obstetrics, as well as in 
functional constipation and cathartic habituation 
and in patients with cardiovascular disease. 

dosage: Two teaspoonfuls of DoRBANTYL Suspension or 2 


DORBANTYL Capsules at bedtime; repeat next night if nec- 
essary. Dosage may be varied to meet individual need. Chil- 


schenfabs, 
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the same optimal proportions as in each DORBANTYL Capsule. 


capsules 


Clinically evaluated in the treatment of over 550 patients with constipation.’ 


dren 3 to 12 years: one or 2 teaspoonfuls of DORBANTYL 
Suspension, or 1 or 2 DORBANTYL Capsules taken as above. 


supplied: DORBANTYL Suspension—bottles of 150 cc. Each 
teaspoonful (5 cc.) contains DORBANE (Danthron), 25 mg., and 
Dioctyl Sodium Sulfosuccinate, 50 mg. 


DoRBANTYL Capsules—bottles of 30 and 250 capsules, each 
containing DORBANE (Danthron), 25 mg., and Dioctyl Sodium 
Sulfosuccinate, 50 mg. 


1. Marks, M. M.: Clin. Med. 4:151, 1957. 


*DORBANTYL AND DORBANE ARE TRADEMARKS OF SCHENLEY LABORATORIES, INC. 45957 
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KNOX prote 


1. This Knox booklet is based on nutritionally-tested Food 
Exchanges! and demonstrates that variety is possible for 
diabetic diets. 

2. The easy-to-understand Food Exchanges simplify dietary 
control for the diabetic by eliminating calorie counting. 
3. Diets promote accurate adjustment of caloric levels to 
the special needs of the patient, yet allow each individual 
considerable latitude in the choice of foods. 

4. Each booklet presents in addition 16 pages of appetizing, 
kitchen-tested recipes. 


1. The Food Exchange Lists referred to are based on material in 
“Meal Planning with Exchange Lists’ prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 


Association in cooperation with the Chronic Disease Program, Public — 


Health Service, Department of Health, Education and Welfare. 


IN PREVI 


EW 


Knox “Food Exchange” Diet Enlists the Cooperation 
of Your DIABETIC Patients for Dietotherapy 


Chas. B. Knox Gelatine Co., Inc. 


Professional Service Dept. JO-29 
Johnstown, N. Y. 
Please send me ....... dozen copies 


of the Knox diabetic brochure describ- 
ing the useof Food Exchange Lists. 


Your Name and Address. 


Uverconing Lodays No. Nutritional Froblem : 
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TITRALAC Tablets or one teaspoonful of TITRALAC 


“UNIQUE 
ANT 


by more and more physicians 


is being prescribed 
SCHENLEY LABORATORIES, INC NEW YORK 1, N. Y. | 


they know what they like 


you know what they need for comprehensive vitamin protection 


delicious orange-flavored teaspoon dosage 
of 10 nutritionally significant vitamins 


- assured stability, including B,. 

- non-sticky, free flowing 

- no refrigeration required 

* pouring lip bottles of 4, 8 and 16 oz. 


small easy-to-swallow capsules of 10 nutri- 
tionally significant vitamins 


potency assured 

- inviting red color 

- store anywhere 

« bottles of 30 and 100 


Vi-colé 
OU 


These three Deca Family Products have the same basic formulation and the same 
standard of comprehensive protection. The basic family name Deca is easy to 
remember and simplifies specification during the vital first decade. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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Advantage of 
Menstrual Tamponage 
confirmed by 18-year study’ 


tests involving 5000 women indicate that... 


v4 Unmarried women can use vaginal tampons!” 


f Tampons do not cause erosion of the 
cervix, vagina or labia! 


V Tampons do not irritate the vaginal mucosa! 
Tampons do not block the menstrual flow’ 
Tampons minimize menstrual odor! 


Tampons are comfortable ...help the 
psychological attitude toward menstruation’? 


References: 

1. Karnaky, K. J.: Clin. Med. 3:545 

2. Dickinson, R. L.: Jl. A.M.A. 128:490 

3. Karnaky, K. J.: West. Jl. Surg., Ob., & Gyn., 51:150 
4. Thornton, M. J.: Am. Jl. Ob. & Gyn., 46:259 

5. Sackren, H. S.: Clin. Med., 46:327 


TAMPAX” 


for internal menstrual hygiene 


Three absorbencies to meet varying requirements: 
Tampax Super, Tampax Regular, Tampax Junior 


For professional samples and reprints, please write: 
Tampax Incorporated 


Palmer, Massachusetts onan 
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a new dosage form 


for immediate control of nausea and vomiting 


when oral administration is not feasible 


In 98% of cases treated with ‘Compazine’ Ampuls during clinical 
trials, a single intramuscular dose completely stopped nausea and 
vomiting or reduced its severity enough to permit tablet admin- 
istration. 


Dosage: An initial dose of 5 to 10 mg. (1 to 2 cc.) should be 
injected deeply into the upper outer quadrant of the buttock. This 
may be repeated if necessary at intervals of 3 to 4 hours. 


For further information, see S.K.F. literature. 


Available: 2 cc. (10 mg.) ampuls in boxes of 6 and 100. 5 mg. tablets 
in bottles of 50 and 500. 


Smith, Kline & French Laboratories, Philadelpliia 


*T.M. Reg. U.S. Pat. Off. for proclorperazine, S.K.F. 
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Zoxazolamine* 


consistently effective 
in low back pain 


“,..Of 90 patients with low back pain and other muscular conditions... 
67 (74 per cent) showed a good response....”” 


“...17 of...20 patients with post-traumatic muscle spasm of the low 
back had excellent or good responses.” 


“In acute and chronic recurrent low back syndrome, seven of eight 
patients showed visible objective improvement.’ 


Bibliography 


(1) Johnson, H. J., Jr.: To be published. (2) Wallace, S. L.: To be published. (3) Settel, E.: - 
Am. Pract. & Digest Treat. 8:443, 1957. 


How Supplied 


Pink, Enteric Coated tablets (250 mg.), bottles of 36. 
Yellow, scored tablets (250 mg.), bottles of 50. 


*U.S. Patent Pending 


[McNEIL) 
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highly effective—clinically proved 


OLEANDOMYCIN TETRACYCLINE 


provides added certainty in antibiotic therapy particularly for 
that 90% of the patient population treated in home or office... 


Multi-spectrum synergistically strengthened 
SIGMAMYCIN provides the antimicrobial spectrum of 
tetracycline extended and potentiated with oleandomy- 
cin to include even those strains of staphylococci and 
certain other pathogens resistant to other antibiotics. 


Supplied: SIGMAMYCIN CAPSULES—250 mg. (oleandomycin 83 mg., 
tetracycline 167 mg.), bottles of 16 and 100; 100 mg. (oleandomy- 


Vow. 56, May 1957 


cin 33 mg., tetracycline 67 mg.), bottles of 25 and 100. SIGMAMYCIN 
FOR ORAL SUSPENSION—1.5 Gm., 125 mg. per 5 cc. teaspoonful 
(oleandomycin 42 mg., tetracycline 83 mg.), mint flavored, bottles 
of 2 oz. *Trademark 


Pfi prizer Lasoratories, Brooklyn 6, N. Y. 
cea Division, Chas. Pfizer & Co., Inc. 


World leader in antibiotic development and production 


3 
N 
8 
& 
* 
4 
27 


A Universal Pediatric Problem 


.../ron Deficiency Anemia 


“Tron deficiency is the most common nutritional : 
deficiency encountered in children,” appearing most 
frequently between six and twenty-four months of age.! 
In fact, after the fourth month a well defined iron 


deficiency state is characteristic of normal infancy.” 


The first approach to iron deficiency anemia is prevention.* 
“Tron after the third or fourth month...is essential 
..-well utilized and will prevent the development 


of hypochromic anemia.’ 


1. Smith, N. J., and Rosello, S.: J. Clin. Nutr. 1:275 (May-June) 1953. 

2. Sturgeon, P.: Pediatrics 13:107 (Feb.) 1954. 

3. McLean, E. B.: Pediatrics 7:136 (Jan.) 1951. 

4, Jackson, R. L.: J.A.M.A. 160:976 (Mar. 17) 1956. 

5. Tuttle, A. H., and Etteldorf, J. N.: J. Pediat. 41:170 (Aug.) 1952. 

6. Dieckmann, W. J., and Priddle, H. D.: Am. J. Obstet. & Gynec. 57:541 (Mar.) 1949. 
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The Medicinal Iron of Choice 


Mol-lron 


DROPS FOR INFANTS AND YOUNG CHILDREN 
“Molybdenized iron....was well tolerated by these premature infants."5 


Well Tolerated _ A rich source of iron, Mol-Iron Drops minimize the 
Inexpensive universal pediatric problem of iron deficiency anemia. 
Convenient The variables affecting the dietary sources of iron 


are eliminated by the routine use of well tolerated 
Mol-Iron Drops. Each cc. supplies 125 mg. of ferrous 
sulfate and 2 mg. of molybdenum oxide. Bottles of 
15 and 50 cc. with calibrated dropper. 


*K LIQUID FOR GROWING CHILDREN AND ADULTS 
“We have never had other iron salts so efficacious...'6 


Delicious tasting Mol-Iron Liquid provides full thera- 
peutic doses of molybdenized ferrous iron. Virtually 
free from gastric irritation and astringent after-taste, 
the rich loganberry flavor of Mol-Iron Liquid entices 
the palate of children and adults. Each teaspoonful 
(4 cc.) supplies 195 mg. of ferrous sulfate and 3 mg. 
of molybdenum oxide. Bottles of 12 fluid ounces. 


Also: tablets in bottles of 100. 


WHITE LABORATORIES, INC. KENILWORTH, N.J. 
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“555 (98%%) patients tolerated this 
ferrous sulfate-amino acid complex 
1 (FERRONORD) without complaint.” 


“Extraordinarily well tolerated” in 120 
obstetrical and gynecological patients.? 


Well tolerated even in patients with 
peptic ulcer and gastritis.° 


e serum response in 3 hours 
e clinical response in days 


e between-meal administration 
for better utilization 


FERRONORD Dosage: 
average adult dosage: Initially, 2 tablets twice a day; in severe cases, 2 tablets 
3 times daily. Maintenance, 1 to 2 tablets daily. 


children’s dosage: In proportion. 


FERRONORD Supplied: 
Bottles of 100 tablets. Each tablet supplies 40 mg. of ferrous iron. 


1. Frohman, I. P.; Pomeranze, J.; Rummel, W.; Kircher, R. F.; Clancy, J. Bs Dwyer, T. A.; Wagner, H.; 
O’Brien, T. E.; Curley, Jargensen, Onorato, R. Ira, F.; Lee, Jr., J. G.; Gorla, w. 0.; White, 
job N.; ; Gadek, R.J.; Remy, D:: Scientific Exhibit, 6th International Congress a Hematology, Boston, Mass., 

ugust, 

2. Wagner, H.: Landarzt 31:496, 1955. 

3. Jérgensen, G.: Arztl. Wehnschr. 10:82, 1955. 


ta-aminoacetic-ferrous sulfate complex, exsiccated 


<> N O R DM A R K PHARMACEUTICAL LABORATORIES, INC., IRVINGTON, N. J. 


Suppliers of fine chemicals to the pharmaceutical industry for more than a quarter of a century. 


56, May 1957 
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Mr. Medium-Rare is a Vitamin Square 


He may be mellow with a cello, but he has a tin ear for vitamins. 10 important vitamins 

He eats meat and potatoes—every day, every meal. Which is fine, in each tiny Dayalet: 

except that’s all he eats. You know the type, you see them eee 3 mg. (10,000 units) 
every day—perfect candidates for Dayalets. Ten important vita- itamin D.............. 25 meg. (1000 units 
mins ineach tiny tablet j= 


® Pyridoxine Hydrochloride.............. 
Vitamin Biz (as cobalamin concentrate) . 


(ABBOTT’S MULTIPLE VITAMINS) Ascorbic 


705120 


4 
$ 
25 me. 
2 mg. 
2 mcg 
25 mg. 
Calcium Pantothenate................. 5 mg. 
100 me. 


| The growing use of Serpasil’ 
a One of the safest, least toxic and 
X KS most effective therapeutic agents for 
: many conditions in which the weaker 
3 ; tranquilizers or sedatives are inadequate. 
: On the following pages you 
will find information on these 
aspects of Serpasil therapy: 
PAGE 
4 emotional disorders 
re hypertension 
tachycardia 


acute hypertensive crises 


pediatric emotional problems 


2 
3 
4 
4 
5 alcoholism 
5 
5 acute psychotic disturbances 
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side effects and precautions 
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Serpasil® provides true emotional control 


In your daily practice there are undoubtedly many patients whose degree 
and type of emotional disturbance — characterized by overexcitation, anxiety 
and agitation—can not be adequately controlled with sedatives or weaker 
tranquilizers. These are the patients whom you can help most with once-a-day 
administration of Serpasil. For Serpasil actually sets up a “‘stress barrier” 
against anxiety and tension the patient would otherwise find intolerable. 
With Serpasil you can control the emotional turmoil of disturbed individuals ; 
and because Serpasil is restricted to prescription use, control remains in 
your hands. 


Although it is a first choice in hypertension, Serpasil does not significantly 
lower blood pressure in normotensive patients. 


USUAL DOSE: Initial range is 0.1 mg. to 0.5 mg. (two 0.25-mg. tablets) daily. 
As little as 0.1 mg. is sufficient for maintenance in some patients. Serpasil 


can be given in a single daily dose. 


“_.. relieves anxiety and irritability and calms the patient so effectively that 
because of this latter property alone, the drug should remain in the medicinal 
armamentarium.” 


Finnerty, F. A., Jr., and Sites, J. G.: Am. J. M. Sc. 229:379 (April) 1955. 
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in hypertension 


Serpasil® can always be considered first 


BECAUSE 


BECAUSE 


BECAUSE 


alone: Serpasil successfully reduces blood pressure, slowly 
and safely, in about 70 per cent of cases of mild to moderate 
hypertension.! 


as a “primer” : Serpasil may be advantageously used to begin 
antihypertensive therapy, however severe the case, since it 
gently adjusts the patient to the physiologic setting of lower 


pressure. 


as a “background” agent throughout other therapy: Serpasil 
permits lower dosage of the more potent antihypertensives 
needed for refractory cases, thus minimizing the incidence 
and severity of side effects. 


USUAL DOSE: Initially, two 0.25-mg. tablets. After a week, daily 
dose should be reduced to 0.25 mg. or less for maintenance. 


“all useful agent for the treatment of certain types of hypertension....The 
action...was increased by combining it with [Apresoline]...’? 


1. Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 (Dec.) 1955. 
2. Winsor, T.: Ann. New York Acad. Sc. 59:61 (April 30) 1954. 
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In tachycardia 


Serpasil* slows the rapid heart 


Many patients can benefit from the heart-slowing action of Serpasil. Those 
in whom tachycardia is deleterious are helped by its unique bradycardic 
effect, for Serpasil prolongs diastole and allows more time for the myo- 
cardium to rest. Blood flow and cardiac efficiency are thus enhanced. 


USUAL DOSE: 0.1 mg. to 0.5 mg. (two 0.25-mg. tablets) daily. After one or 
two weeks dose may be reduced. 


“Reserpine [Serpasil] was found useful in relieving the tachycardia and 
emotional symptoms associated with cardiac arrhythmias, thyrotoxicosis, 


neurocirculatory asthenia, and even coronary heart disease.” 
Halprin, H.: J. M. Soc. New Jersey 52:616 (Dec.) 1955. 


in acute hypertensive crises 


Parenteral Serpasil 


Serpasil can be used alone in hypertensive emergencies or as a background 
to more potent antihypertensive agents. Its antihypertensive action is prompt 
and well-tolerated. 


USUAL DOSE: 2.5 mg. (1 ml.) intramuscularly. Additional intramuscular doses 
of 2.5 mg. may be given as necessary every 8 to 24 hours. 


“...appears to be [a] treatment of choice for hypertensive crises.” 


Griffin, R. W., Stover, J. W., and Ford, R. V.: New England J. Med. 254:593 (March 29) 1956. 
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Serpasil* relieves drink-inducing tension 


As a part of long-term therapy, oral Serpasil helps the alcoholic “stay on 
the wagon” by relieving drink-inducing tension, making him more amenable 
to your counseling. 


In acute alcoholism, delirium tremens can generally be controlled within 
24 hours with parenteral Serpasil...without the addicting or soporific 
dangers of drugs such as paraldehyde. 
USUAL DOSE: Chronic phase: two 0.25-mg. tablets or less daily. Acute phase: two 2.5-mg. 
parenteral doses (1 ml. each) 3 or more hours apart. Occasionally, repeat injections of 
2.5 mg. every 4 to 6 hours may be necessary. 
“...the tranquilizing and anzxiety-relieving properties of this drug 
[Serpasil] offer the possibilities of its being extremely helpful for the 
long-term therapy of the chronic alcoholic.” 


Greenfield, A. R.: Am. Pract. & Digest Treat. 7:241 (Feb.) 1956. 


in pediatric emotional problems 


Serpasil Elixir benefits the “problem child” 


Serpasil provides a shield against stress in the overreactive, tense, “problem 
child.” Striking remissions have been observed in children with excessive 
crying, poor eating and sleeping patterns. 
USUAL DOSE: 0.1 to 0.3 mg. daily (% to 1% teaspoons of Serpasil Elixir, 0.2 mg. per 4-ml. 
teaspoon). 
“_..provided dramatic relief in remitting the syndrome of irritability 
in 29 of the 32 cases studied...” 


Talbot, M. W., Jr.: Ann. New York Acad. Sc. 61:188 (April 15) 1955. 


In acute psychotic disturbances 


Parenteral Serpasil 


The family physician is often called to subdue and arrange for quick hos- 
pitalization of patients who suddenly experience violent psychotic episodes. 
With intramuscular Serpasil these patients are quickly tranquilized and 
rendered amenable to ‘quiet’ hospitalization. 
USUAL DOSE: 5 mg.intramuscularly followed,if necessary, by another 5-mg.intramuscular 
dose in 90 minutes. 
“It is now possible to discreetly manage acutely disturbed psychiatric 
patients by the prompt administration of adequate doses of reserpine 
(Serpasil).” 


Ayd, F. J., Jr.: The Phar logic Manag t of Everyday Psychiatric Problems (A Scientific Exhibit). 
Presented at the Clinical Meeting of the American Medical Association, Boston, Mass., Nov. 29-Dec. 2, 1955. 
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Serpasil: 


The side effects of Serpasil are charac- 
teristic of all rauwolfia preparations. 


Although millions of patients have taken 
Serpasil over the past several years, very 
few serious side reactions have been re- 
ported. There have been no cases of blood 
dyscrasia, liver damage, addiction or 
withdrawal symptoms. When patients 
are properly selected and the lowest ef- 
fective maintenance dose is established, 
the physician can prescribe Serpasil con- 
fidently, with little fear of untoward 
reactions. 


Depression 

Mental depression, which has developed 
in a small percentage of patients treated 
with rauwolfia, should be differentiated 
from the transient change in mood or 
physical fatigue that is experienced by 
almost everyone in the general popula- 
tion. It should also be distinguished from 
the lethargy experienced by some pa- 
tients on rauwolfia therapy. 


In the few cases in which mental depres- 
sion does occur, there is some question 
as to whether or not it is a direct effect of 
rauwolfia. According to Mayo Clinic in- 
vestigators,’ the evidence indicates that 
rauwolfia per se does not cause depres- 
sion, but rather that it unmasks an 
underlying susceptibility to depressive 
reactions. Kinross-Wright? states: “It is 
likely that depression will occur only in 
a predisposed individual or in one who 
is already mildly depressed.” Ayd,° in a 
(very) recent paper, states: “That this 
drug may cause depression is uncertain. 
After reviewing a large number of so- 
called drug-induced depressions it ap- 
pears that in some cases what was called 
depression was excessive tranquilization, 
while in the rest, the patients were de- 
pressed before the drug was started, and 
what the drug did was make the depres- 
sion more apparent.” 


Whether or not it is an effect of rauwol- 
fia, physicians and responsible members 


“3. Ayd, F. J., dre: Pi 


CIBA 


SUMMIT, N. Jd. 


side effects and precautions 


of the patient’s family should be on the 
alert for the development of symptoms 
of depression, particularly in patients 
with a history of pre-existing depressive 
tendencies. Daily doses above 0.25 mg. 
are contraindicated in the latter group. 
On withdrawal of rauwolfia, depression 
usually disappears, but active treatment, 
including hospitalization for shock ther- 
apy, has been required in some cases. 


Adjunctive use of mood-elevating agents 
such as Ritalin is often sufficient to re- 
verse mild depressions or drug-induced 
lethargy. 


Other side effects 

In addition to lassitude or drowsiness, 
other mild side effects of Serpasil include 
occasional nasal stuffiness and increased 
frequency of defecation and/or looseness 
of stools. Rarely, anorexia, headache, 
bizarre dreams, nausea and dizziness oc- 
cur. With parenteral Serpasil there is a 
possibility of marked hypotensive effect ; 
therefore, the blood pressure should be 
taken before injection and the patient 
kept under observation for 5 or 6 hours 
thereafter. Because initial doses above 
0.3 mg. tend to increase gastric secretion 
of hydrochloric acid, daily doses above 
0.25 mg. are contraindicated in patients 
with a history of peptic ulcer and lower 
doses should be used with caution. 


For further details on side effects and 
precautions, write Medical Service 
Division. 

1. Litin, E. M., Faucett, F.L., and Achor, R. W. P.: Proc. Staff 
Meet., Mayo Clin. 31:233 (April 18) 1956. 

2. Kinross-Wright, V.: Wisconsin M. J. 55:1073 (Oct.) 1956. 

d at the Sesqui ial Convention of 
The Medical Society of The State of New York, New York City, Feb. 
18, 1957. 


SUPPLIED: 

TABLETS, 0.1 mg., 0.25 mg., 1 mg., 2 mg. and 4 mg. 
ELIxirs, 0.2 mg. and 1 mg. per 4-ml. teaspoon. 
PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. 
Setpasil per ml. Multiple-dose Vials, 10 ml., 2.5 mg. 


Serpasil per ml. 
APRESOLINE® hydrochloride (hydral hydrochloride CIBA) 
RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 


for faster and higher 


initial tetracycline blood levels 


now...the new phosphate complex of tetracycline 


Squibb Tetracycline Phosphate C pl 


the broad clinical spectrum of SUMYCIN against pathogenic organisms 
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Gram Negative Bacteria Gram Positive Bacteria 


Rickettsias Proteus | Salmonella Coliforms Hemophiius Neisseria Staphylococci | Pneumococci | Spirochetes 


Large 


SUMYCIN 
the new phosphate complex of tetracycline 


SUMYCIN 
a single antibacterial antibiotic 


SUMYCIN 
a well tolerated antibiotic 


SUMYCIN 
a true broad spectrum antibiotic 


Minimum adult dose: 1 capsule q.i.d. 

Each Sumycin capsule contains the equivalent 
of 250 mg. tetracycline hydrochloride. 
Bottles of 16 and 100. 


Squibb Quality —the Priceless ingredient 
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“Doctor, 
what can 


you do 
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Deeply involved in the problem of the hostile, agitated senile 
are all members of the family . . . and you, their physician. 


In discussing the use of “Thorazine’, Pollack' observes: 
“Older persons with such disorders can be treated at home 
by the general practitioner with much benefit and with great 
relief to the family.” 


With ‘Thorazine’, senile patients become calm, agreeable and 
sociable. They begin to eat and sleep better, often gain weight 
and improve physically. 


¢ 


q 


' for prompt control of the agitated, belligerent senile va 


Ampuls for immediate effect—carry them in-yeur bag 


Also available: Tablets, Syrup and Suppositories 


Smith, Kline & French Laboratories, Philadelphia 


1. Pollack, B.: Geriatrics 11:253 (June) 1956. 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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ANERGEX appears to create an anergic state which 
usually persists for months following a singie course 
of injections—regardiess of the offending allergen. 


Treatment course: 1 mi.daily for 6-8 days. Eliminates 
skin testing, special diets, and long drawn-out de- 
sensitization procedures. 


in clinical studies, over 60 per cent (of 500 patients) 
have shown marked improvement or complete relief 
of symptoms.'?.44 


available: Multipie-dose vials containing 8 ml.—one 


average treatment course. 
Reg. U. Pat. Off. 


ANERGEX—a botanical extract— js effective in: 
seasonal rhinitis (hay fever) 
non-seasonal rhinitis (dust, dander, 


molds) 
allergic asthma 


eczema, especially in infanis 


food allergy 


1. Clin. Med. 2:1009, 1955. 
2. Amer. Pract. & Digest. Treat. 


7:1447, 1956 


3. Clin. Med. 3:1059, 1956. 


4. Unpublished data. 
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a NEW 
drug 


Brand of HCI 


® x 


muscle 
spasm 


e orally effective 

e relatively long-acting 

e minimal side actions 

® nonsoporific 

® tolerance no problem 

e no known organic contraindications 


Effective 


for the Symptomatic Relief of Muscle Spasm in 
Parkinsonism Whiplash injuries 
of all types Torticollis 
Low back pain Hemiballism 
Herniated intervertebral disc Huntington’s chorea 
Fibrositis Cerebral palsy 
*Trad k of B des-Sth & Pharmacia 


U.S. Patent No. 2,567,351. Other patents pending. 


In addition to its spasmo- 
lytic effect, Disipal evokes 


In 480 cases of Parkinson- 
ism (arteriosclerotic, post- 


results were obtained in 59 
(49.1%) and fair results in 
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a mildly euphoric response, encephalitic, and idio- 24 (20.1%). Sideeffectsare 
particularly valuable inthe pathic), 50 investigators minimal. 
Parkinsonian patient. 2 Dosage: Initially 1 tablet 
Disipal is i6c. Con results in %), (50 mg.) t.i.d. In combina- 
tinuous therapy for as long fair in 97 (20.2%). tion with other spasmolytic 
as 44 months produced no In 120 cases of other types ‘rugs, dosage is titrated to 
serious ill effect,no tolerance. of muscle spasm, good meet individual needs. 
Riker 
bos Angeles 
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seasonal allergies 
colds 


you can check excessive 
Irritant secretions... 


“unlock” the 
closed-up nose 


Orally with 


In the management of seasonal allergies and the common 

cold, Novahistine works better than antihistamines alone. 

The distinct additive action of a vasoconstrictor with an anti- 

histaminic drug combats allergic reactions more efficiently . . . 

provides marked nasal decongestion and inhibits excessive irri- 

tant secretions. Novahistine eliminates patient misuse of nose 

drops, sprays and inhalants... avoids the risk of rebound conges- 
tion. Novahistine will not cause jitters or insomnia. 


Each Novahistine Tablet or teaspoonful of Elixir provides 5.0 mg. of 
phenylephrine HCl and 12.5 mg. of prophenpyridamine maleate. For 
patients who need greater vasoconstriction, Novahistine Fortis Capsules and 
Novahistine with APC Capsules contain twice the amount of phenylephrine. 


Pitman-Moore Com PCY ¢ Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 
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SPENCER 


ASSURES MAXIMUM OPTICAL PERFORMANCE OF 
YOUR MICROSCOPE Koehler type illumination— 
ideal for bright field... phase... interference ... polar- 
izing ... and dark field microscopy and photomicro- 
graphy. Numerical aperture ...and field diaphragm 
settings regulated accurately and effectively — permit 
full resolving power of your microscope. 


OFFERS WIDE SELECTION OF FILTERS — Eight levels 
of intensity .. . plus daylight, green and red filters... 
quickly selectable by simple finger-tip rotation of tur- 
ret mounted filters. Optimum intensity and correct 
contrasting color selection are very important factors 
to reveal the specimen detail you're investigating. 


3 PROVIDES PERMANENT ALIGNMENT WITH MICRO- 


SCOPE — Three point positioning device precisely 
locates and rigidly retains any make microscope equip- 
ped with horseshoe base. Microscope may be removed 
and easily repositioned against locating device with- 
out disturbing absolute alignment. Near parallel beam 
of light evenly illuminates entire field of view. 


COSTS LESS THAN YOU THINK — Model 600 AO- 
Spencer Ortho-Illuminator complete... $165.00. 
Optically and mechanically designed to give you years 
of trouble-free service ... maximum efficiency... and 
reduced fatigue. 


formerly available from Silge & Kuhne, San Francisco 


Write Dept. @-175 for ORTHO-i:LUMINATOR Brochure 8-600 MB Optical Com pany 


Vor. 56, May 1957 


Instrument Division Buffalo 15, N.Y. 
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MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


in your management of constipation 


when bowel motility is inadequate, prescribe 


peristaltic stimulant—stool softener, Mead Johnson 


Softens stools and stimulates peristalsis 


For synergistic effect, Peri-Colace combines Colace with a new 
peristaltic stimulant, Peristim (standardized preparation of 
anthraquinone derivatives from cascara sagrada). Because 
Colace softens stools, only a small amount of stimulant is 
needed. As a result, Peri-Colace acts gently —usually in 8 to 12 
hours. Side effects are minimal. 


THE COLACE PRODUCTS FAMILY FOR THE MANAGEMENT OF CONSTIPATION 
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when bowel motility is adequate, prescribe 


Capsules 
Syrup 
Liquid (drops) 


diocty!l sodium sulfosuccinate, Mead Johnson 
Softens stools for easy passage 


By its surface-active properties, Colace increases the wetting 
efficiency of intestinal water and promotes the formation 
of oil-water emulsions. Keeps stools normally soft. Softens 
already hardened stools. But without laxative action, without 
adding bulk. 


PERI-COLACE CAPSULES + PERI-COLACE SYRUP - COLACE CAPSULES + COLACE SYRUP + COLACE LIQUID 
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life line to the future 


More Money for our Colleges 
To build more Facilities 
To secure more Professors 
To educate more Doctors 
To staff. more Hospitals 


To serve more People 


OSTEOPATHIC PROGRESS FUND 212 €. obio st. chicago 11, 
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Overeating is a bad habit— 
you can help your patients 
to break it 


vib Dexedrine’ 


Available as tablets, elixir, and Spansulet 
sustained release capsules. 


*T.M. Reg. U.S. Pat. Off. 
for dextro-amphetamine sulfate, S.K.F. 
tT.M. Reg. U.S. Pat. Off. 
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you 
can 
always 
count 


on 
‘of 
ACE’ 
rubber 


elastic 
bandage 


WAKE 


in ankle sprains 


elasticity for compression 
body for support 


in muscle support 


ACE Bandages combine fine rubber yarn and highest 
quality long-staple cotton in a “balanced weave” 
that assures optimal therapeutic results through 


In varicose ulcer 
uniform support. 


B-D 


BECTON, DICKINSON AND COMPANY * RUTHERFORD, N. J. 


B-D AND ACE, T.M. REG. U.S. PAT. OFF. 41556 


in lymphedema 
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elegance 


EXQUISET 


for natural acceptance of your prescribed contraceptive regimen * fulfills your patient’s natural wish that 
her possessions reflect her femininity. Each Lanteen Exquiset contains: 3 oz. tube of Lanteen spermicidal 
jelly, soothing, cleanly scented; easy-to-insert, molded, flat spring diaphragm; newly designed Easy-Clean 
applicator; universal inserter — all fitted into a stylish, soft plastic purse. 


Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin in a tragacanth base. Lanteen jelly 
and flat-spring diaphragm sets are distributed by George A. Breon & Company, 1450 Broadway, New York 18, N.Y. (In Canada: E. & A. Martin Research Ltd., 
20 Ripley Ave., Toronto, Canada.) Manufactured by Esta Medical Laboratories, Inc., Chicago 38, Ill. *Trademark of George A. Breon & Company 
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A N D EXT E N S | VE This remarkable safety record stands un- 
CLI N : C AL U SE paralleled in systemic antibiotic therapy 
today. In addition to being an unusually 
(M i LL 0 N S well-tolerated drug... ERYTHROCIN (com- 
OF pared to most other commonly-used anti- 

R SC PTi 0 S) biotics) is virtually free of side effects. 


Still, with this virtual freedom from tox- 


TH ~ RE = AS N OT icity, ERYTHROCIN is effective in the great 


majority of common, bacterial respiratory 


3 s bE N A S i N G LE infections. In speaking of pneumonia, Her- 


rell said, “the lack of toxic manifestations 


PO T 0 following administration of erythromycin 


today actually favors its use over that of 


A S 10 UJ S 0 the broad-spectrum antibiotics in the treat- 


ment of this infection. 


FATA L R EA C T | 0 N While discussing purulent cellulitis and 
sepsis due to staphylococci, Eastman, et al., 

T0 ERYTH R 0 Cl Ki mentioned erythromycin as a drug of first 
choice in treating these conditions.’ 
Meanwhile, Solomon and Johnston stated, 
“in the staphylococcic and streptococcic in- 
fections, other than pneumonias, without 


exception the results of treatment with ery- 
thromycin were excellent.’’? 


THERAPY 


You, too, can have these same good results 
in your everyday practice—plus the assur- 
ance of prescribing a drug proved to be 
exceptionally well-tolerated in almost five 
years’ use. Filmtab ERYTHROCIN Stearate 
(100 and 250 mg.), in bottles of 25 and 100. 


STEARATE (Erythromycin Stearate, Abbott) 


1. Herrell, W. E., Erythromycin, Antibiotics Mono- 
graphs, No. 1, p. 34,New York, Medical Encyclopedia 
Inc., 1955. 2. Eastman} G., Cook, E. and Bunn, P., 
N.Y. State J. Med., 56:241, 1956. 3. Solomon, S. 
and Johnston, B., Amer. J. Med. Sc., 230:660, 1955. 


PFiimtab Film scaled tablets, Abbott; pat. applied for. 
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Now Cutter 
Polysals 
FOR I.V. THERAPY 


The addition of a new Polysal now provides balanced electrolyte 
solutions for both replacement and maintenance. 


For REPLACEMENT | For MAINTENANCE* 
Polysal Polysal 
(REGULAR) | wt 


Balanced in terms of plasma electrolyte 
content, this high sodium solution is ideal in 
the treatment of dehydrated and depleted 
patients by replacing lost sodium and 
affecting immediate improvement in blood 


volume and circulatory status. 


Balanced in terms of daily body needs for 
electrolytes, carbohydrates and water, this 
Maintenance solution is ideal for patients whose 
oral intake of food and water is restricted. 


Polysal-M prevents the development of serious 
deficits which may occur in patients needing 
prolonged I. V. therapy by supplying the 

daily requirements in safe amounts. 


A A. SAW-TOOTH” 


* Talbot, N. B., Crawford, J. D., and Butler, A. M., 
“Homeostatic Limits to Safe Parenteral Therapy.” This single solution delivers a smooth, uniform 


New Engl. J. Med., 248, 1100 (1953). infusion, free from sharp peaks caused by daily infusion 
of several different-type solutions — thus preventing 
over-loading, water intoxication, edema formation. 


Ask your Simplify for Safety with 


Cutter man 
why Cutter 
smoother 1897 Po lys al = M 


recovery for 
your patient. For descriptive literature, write Dept. 1-E 


CUTTER LABORATORIES, BERKELEY, CALIFORNIA 
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MYOCARDIAL 


HAROLD J. STRICK, D.O. 


Los Angeles, California 


A VOLUMINOUS LITERATURE On myocardial 
infarction has accumulated since Herrick’ gave the first 
adequate clinical description of this entity in 1912. Even 
25 years ago, Henry Christian? described it as “an 
easily diagnosable condition” from its classic clinical 
features alone. In the years that followed, physicians 
realized that the clinical features and physical findings 
may be far from classic and can easily be confused with 
other acute catastrophes.** 

With the development and refinement of electro- 
cardiographic technics in the past 25 years. the accuracy 
of diagnosis has been greatly enhanced; but with this 
enhancement have come additional confusion and mis- 
interpretation. Too much reliance has been placed upon 
this moving finger and what it has written. Awareness 
of both the possibilities and limitations of electrocardi- 
ography has increased with abnormal tracings having 
been obtained as early as 1 hour and as late as 20 days 
after acute infarction. Barnes® pointed out in the early 
years that absence of diagnostic electrocardiographic 
criteria could result from insufficient tracings, left bun- 
dle branch block, or the presence of pericarditis. Many 
excellent papers have been written to evaluate electro- 
cardiographic and clinical evidence in coronary occlu- 
sion,5+678 

It is the purpose of this paper to correlate the 
clinical, electrocardiographic, and autopsy findings in 
100 cases of myocardial infarction seen in the Los 
Angeles County Osteopathic Hospital and to compare 
the statistical findings with those of other institutions. 


Method and material 


_ The cases in this study are those of patients who 
died and were autopsied in this hospital between July 1, 
1951, and June 30, 1955. The total number of hospital 
admissions for all causes during this period was 36,322. 


pathic Internists, October 4, 1956, Kansas City, Missouri. 
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The correlation of clinical, electrocardiographic, 


and autopsy findings in 100 cases of 


“Presented at the annual meeting of the American College of Osteo- 


The total number of deaths was 3,294. The total num- 
ber of autopsies performed during this period was 
1,207. Proved acute infarction was found in 9.7 per 
cent of autopsied cases. The total number of patients 
who were discharged from the hospital or who died 
with a final diagnosis of acute myocardial infarction 
was 677, 1.86 per cent of the total hospital admissions 
for all causes during this period. (See Table I.) 

The protocols of the 1,207 autopsied cases between 
July 1951 and June 1955 were reviewed as the prelimi- 
nary step in the selection of cases for study. Whenever 


INFARCTION* 


either gross or microscopic evidence of acute infarction 
was found, the case record was subjected to analysis, 
and as a result 117 cases were further evaluated for 
clinical and electrocardiographic correlation. Fifteen 
cases were eliminated from this study because of inade- 
quate electrocardiogram or clinical records. Two more 
cases were eliminated arbitrarily for ease in statistical 
computation. 


Sex and age 


The preponderance of males over females with 
myocardial infarction is a well-established fact. In this 
series there were 65 males and 35 females, a ratio of 
1.86 to 1. This figure approximates the 2.2 to 1 report- 
ed by Mintz and Katz,® Rathe,? and Bean™ and con- 
trasts with the early reports of a 3:1 ratio by Levine’? 
and Master, Jaffe, and Dack.** 

The increasing proportion during the past decade 
of females with coronary disease seems apparent from 
these observations: The patients in this group ranged 
in age from 43 to 93 years. The average age in the 
entire series was 67.2. The youngest male was 43; the 
average age for males was 64.7. The youngest female 
was 50; the average age for females, 69.9. The age dis- 
tribution by decades demonstrated a predominance in 
the sixth and seventh decades, for a total of 63 per cent 
of cases. The largest group of males was in the seventh 
decade and that of females in the eighth. Most ob- 
servers have reported the peak incidence for females 
at a later age than for males. (See Chart I.) 

The average age in both males and females was 
slightly older than that reported by Levine’* and Mas- 
ter, Jaffe, and Dack.’* This might reflect an older pop- 
ulation in Los Angeles Osteopathic Hospital patients. 


History 


A significant past cardiovascular history was re- 
ported in 76 per cent of cases. Angina was the most 
frequent symptom, occurring in 46 per cent, while 
dyspnea and fatigue were present in 30 per cent. 
Known hypertension existed in 51 per cent, which is a 
lower figure than the 66 per cent reported by White 
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TABLE I—OVER-ALL STATISTICAL BREAKDOWN 


Total Total deaths Total myocardial Total Total autopsies in 
admissions all causes infarctions autopsies myocardial infarction 
July ’51-June ’52 8,082 771 139 254 24 
July ’52-June ’53 8,951 772 142 238 20 
July ’52-June 54 9,223 842 186 342 22 
July ’54-June ’55 10,066 909 210 373 51 
36,322 3,294 677 1,207 117 
Autopsy proved infarctions 9.7% of total autopsies 
Total cases myocardial infarction 20.5% of total deaths 


Total cases myocardial infarction 


1.86% of total admissions 


Chart |. Age Distribution by Decades in Males and Females 
of 100 Cases of Acute Myocardial Infarction 


MALES 


FEMALES 


NUMBER OF CASES 


and Bland** and the 69 per cent reported by Master, 
Jaffee, and Dack.’* Ten patients (10 per cent) were 
known diabetics, five males (7.2 per cent) and five fe- 
males (14.8 per cent). The presence of other disease 
processes demonstrated either by previous study in this 
hospital or from history obtained elsewhere, included 
glomerulonephritis, 3 per cent; syphilis, 4 per cent; 
carcinoma, 3 per cent; cerebral thrombosis, 8 per cent ; 
chronic cholecystitis, 2 per cent; and duodenal ulcer, 2 
per cent. (See Table II.) Precipitating causes such as 
severe physical or emotional stress, acute infection, sur- 
gery, or trauma were found so infrequently (question- 
able in 8 cases) that too great emphasis cannot be 
placed on these factors. For the vast majority of cases 
reported here and elsewhere, no precipitating cause 
could be found. 


TABLE II—OTHER DISEASES SEEN IN 100 CASES 
MYOCARDIAL INFARCTION 


as to quality, severity, and radiation. Substernal pain, 
generally described as pressure, burning, or squeezing 
pain, was reported by 71 of the patients. Left arm 
radiation was reported by 36, bilateral arm radiation 
by 16, right arm radiation alone by 6, and no radiation 
of pain by 13. In addition to extremity radiation, 6 re- 
ported jaw radiation, 5 reported back pain, and 2 re- 
ported left axillary pain. Severe epigastric distress un- 
associated with chest or extremity pain, but generally 
associated with nausea or emesis was reported by 18 
patients. Of this latter group, 10 were admitted with a 
diagnosis of intra-abdominal disease, including acute 
pancreatitis, perforated peptic ulcer, acute gastritis, and 
acute biliary colic. (See Table III.) 


TABLE III—DISTRIBUTION OF PAIN IN 100 CASES 
ACUTE MYOCARDIAL INFARCTION 


Type Number Total i 
Substernal pain 
With left arm radiation 36 
With bilateral arm radiation 16 
With right arm radiation 6 
With jaw radiation 6 
With back radiation 5 
With left axillary radiation 4 
With no radiation 13 
71 
Epigastric pain alone 18 
Silent infarctions 11 
100 


TABLE IV—SYMPTOMS IN 100 CASES OF 
ACUTE MYOCARDIAL INFARCTION 


Diseases 


Per cent 


Symptoms Per cent 
Pain 89 
Dyspnea 51 
Diaphoresis 36 
Asthenia 30 
Emesis 22 


Hypertension 51 
Diabetes mellitus 10 
Cerebral thrombosis 8 
Syphilis 4 
Chronic glomerulonephritis 3 
Carcinoma a 
Chronic cholecystitis 2 
Duodenal ulcer 2 


Symptoms 


Some type of pain was reported in 89 per cent of 
cases. The pain was of varied location and description 
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There have been many reports on “silent myo- 
cardial infarctions.” In this series, no pain factor 
was elicited in 11 per cent of cases. However, since 6 
of these were moribund on arrival and history from the 
family was unreliable, only 5 per cent could be truly 
counted as “silent infarctions.” Of these 5 cases, 3 had 
thromboembolic phenomena and 2 had sudden circula- 
tory failure as clinical substitutes. From these statistics, 
it would seem evident that severe myocardial infarc- 
tions which result fatally are rarely painless, since at 
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least 89 per cent in this series had some type of acute 
ain. 

/ The next most prominent symptom was dyspnea, 
seen in 51 per cent of cases, but only 26 of these had 
the physical findings of congestive failure. Profuse 
perspiration was reported by 36 per cent, profound 
asthenia by 30 per cent, and nausea or vomiting by 22 
per cent. (See Table IV.) 


Physical findings 


The pertinent physical findings evaluated were: 
quality of breath sounds, arrythmias, presence of rales, 
cyanosis, friction rub, pulse, temperature, and blood 
pressure. A description of distant, weak, or poor qual- 
ity of heart sounds was reported in 70 per cent of cases, 
and 52 of these had the additional notation of some de- 
gree of basilar congestive rales. Mild to moderate 
cyanosis was described in 36 per cent and extreme 
cyanosis in the 6 patients who died shortly after admis- 
sion. A friction rub was heard or reported in only 4 
cases, but it must be remembered that this finding is 
not always diligently sought, and that it may be tran- 
sient and missed or masked by the gross noise of pul- 
monary rales. (See Table V.) Shilleto and his asso- 
ciates’’ reported a friction rub in 20 per cent of cases, 
while Rosenbaum and Levine’* reported this finding in 
16 per cent of their cases. 


TABLE V—SIGNS IN 100 CASES OF ACUTE 
MYOCARDIAL INFARCTION 


Signs Per cent 
Poor quality heart sounds 70 
Basilar rales (congestive failure) 52 
Arrythmias 28 
Cyanosis 42 
Friction rub 4 
Fever 80 
Hypertension 51 
Severe hypotension (shock) 8 


Arrythmias following myocardial infarction are 
fairly common and are considered a grave complication, 
since they may precipitate congestive failure or result 
in mechanism death. This complication has been re- 
ported by many observers to occur in approximately 17 
per cent of cases.’®?° In this series, arrythmias, exclu- 
sive of sinus tachycardia occurred in 28 per cent of 
cases. The most frequent arrythmia was ectopic beats, 
which were noted in 14 cases; in 10 of these they were 
ventricular in origin and in 4, auricular. The next 
most common arrythmia was auricular fibrillation, oc- 
curring in 7 cases. First degree heart block was seen 
in 3 cases, supraventricular tachycardia in 3 cases, and 
ventricular tachycardia in 1 case. (See Table VI.) 
Ventricular tachycardia is commonly the forerunner of 
fatal ventricular fibrillation, the probable cause of most 
mechanism deaths after myocardial infarction. It is 
hard to assume that only 1 in 100 died a mechanism 
death; hence it is probable that many of the 14 with 
ectopic beats had transient runs of tachycardia with 
ultimate ventricular fibrillation. Of the remaining cases, 
46 per cent had sinus tachycardia ranging between 100 
and 150, and the remaining 26 per cent had a normal 
sinus rhythm. 


_ Of the patients who survived 3 or more days (75 
in number), 80 per cent had fever ranging between 
99.8 and 102.4 degrees. There were 8 cases of severe 
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Fever 


Leukocytosis 


Elevated sedimentation rate 


hypotension which could be classified clinically as shock. 
Only 1 of these had a previous history of hypertension, 
which seems to bear out the thesis of Master and his 
associates”! that the hypertensive group tolerates a drop 
in blood pressure better than the normotensive group. 


TABLE_VI—ARRYTHMIAS IN 100 CASES OF 
ACUTE MYOCARDIAL INFARCTION 


Type Number 


Ectopic beats 


Ventricular origin 10 
Auricular origin 4 
Auricular fibrillation 7 
First degree heart block 3 
Supraventricular tachycardia 3 
Ventricular tachycardia 1 
Sinus tachycardia 46 
Normal sinus rhythm 26 
100 


Laboratory procedures 


The chief laboratory aids considered were the 
leukocyte count, the sedimentation rate, and the electro- 
cardiogram. As early as 1918, Levine* pointed out the 
value of an increased leukocyte count in myocardial 
infarction. Shilleto, Chamberlain, and Levy’ reported 
leukocytosis occurred in practically every case and was 
often demonstrated as early as 3 hours after the attack. 
In this series, leukocyte counts were obtained in 89 
cases, and a count of 10,000 per cu. mm. or higher was 
obtained in 70 cases (79.7 per cent). The highest count 
was 28,000 and the average, 14,500. The sedimentation 
rate has long been recognized as an important, though 
nonspecific, laboratory aid in myocardial infarction.” 
The sedimentation rate was obtained in 82 cases and 
found to be elevated in 71 cases (86.5 per cent). (See 
Chart II.) Although serum transaminase studies are 
now being done in this hospital, none in this series had 
the benefit of this procedure. 


Chart Il. Fever, Sedimentation Rate, and Leukocytosis 
in 100 Cases of Myocardial Infarction 


10 20 30 40 50 60 70 80 90 100 
PER CENT OF CASES 
Electrocardiogram 


In this series of 100 patients, 94 had one or more 
electrocardiograms done. The remaining 6 patients died 
shortly after admission. The electrocardiograms were 
all originally interpreted before death and then later re- 
viewed by the author. 

It has been the practice in this institution since 
1950 to employ the complete electrocardiographic tech- 
nics advocated by Wilson*’ and the Ann Arbor group 
and by Goldberger** and his associates. This electro- 
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cardiographic survey, now used in practically all institu- 
tions, includes the conventional standard leads, three 
augmented limb leads, and six precordial leads. 

The changes in the electrocardiogram following a 
myocardial infarction may vary in degree and extent, 
depending on many factors. These factors include the 
presence of conduction defects such as bundle branch 
block, ventricular hypertrophy, pre-existing evidence of 
myocardial infarction, electrolyte alterations, and atypi- 
cal localization of necrotic tissue. The electrocardio- 
graphic pattern considered pathognomonic of acute 
myocardial infarction includes marked ST segment 
deviations above or below the isoelectric line during the 
phase of myocardial injury, associated with marked 
alterations in the contour of the T waves which reflect 
the changes in ventricular repolarization in ischemic 
tissue. When actual myocardial necrosis develops, al- 
terations in ventricular depolarization occur and hence 
ORS aberrations are to be expected, particularly the 
appearance of significant QO waves reflecting intracavity 
negativity in transmural infarctions. Of the 94 cases 
with electrocardiogram, these classic electrocardio- 
graphic criteria of acute myocardial infarction were 
made in 61 (64.8 per cent). This compares with 69 per 
cent reported by MacDonald and Bentley,?> 52 per cent 
reported by Failey,’ and 75 per cent reported by Levine 
and Phillips. In the remaining 33 cases which were 
not classic by these criteria, 12 were reported as “acute 
myocardial ischemia,” 3 as “subendocardial injury,” 4 
as left G27 branch block, 6 as left ventricular hyper- 
trophy, 7, as nonspecific abnormal electrocardiograms, 
and 1 as a normal tracing. (See Table VII.) 


VII—ELECTROCARDIOGRAPHIC CONCLUSIONS 
N 33 CASES NOT DIAGNOSTIC OF INFARCTION 


Findings Number 
Acute myocardial ischemia 12 
Subendocardial injury 3 
Left bundle branch block 
Left ventricular hypertrophy 6 
Nonspecifiic abnormal electrocardiogram 7 
Normal electrocardiogram 1 

33 


Had sufficient follow-up electrocardiograms been 
possible in these cases, no doubt many more would 
have developed the classic criteria. If the 15 cases of 
injurv or ischemia are added to the 61 for a total of 76 
out of 9', a reasonable assumption may be made that in 
approximately 80 per cent of cases of acute myocardial 
infarction, the electrocardiogram will be diagnostic or 
at least highly suggestive. 


TABLE VIII—LOCALIZATION OF INFARCTIONS BY 
ELECTROCARDIOGRAM 


Localization Number 
Anterior 28 
Anteroseptal 13 
Anterolateral 3 
Posterior 14 
Posterolateral 2 
Combined anterior and posterior 1 
Not diagnostic of infarct 33 


94 


Electrocardiographic diagnosis 


The 61 cases with classic criteria were localized as 
to site of infarction as follows: Anterior, 28; antero- 
septal, 13; anterolateral, 3; posterior, 14; posterolateral, 
2; and combined anterior and posterior, 1. (See Table 
VIII.) 

Forty-four of the cases (72.1 per cent) were of 
the anterior type and 16 (26.3 per cent) involved the 
posterior wall. These percentages for the most part 
were consistent with previous reports.***® 


Anatomic diagnosis 


The autopsies were conducted at the Los Angeles 
County Osteopathic Hospital by the chief pathologist or 
members of his staff, and in most cases no special 
staining or injection technics were employed. The au- 
topsy diagnosis was based upon gross anatomic findings 
subsequently confirmed by microscopic study. 

In correlating the 44 anterior infarctions diagnosed 
electrocardiographically with necropsy reports, it was 
found that 39 showed evidence of acute anterior infarc- 
tion alone, + were combined anterior-posterior infarc- 
tions, and there was 1 frank posteroseptal infarction. 
(See Table IX.) At necropsy there were 27 additional 
cases of anterior infarction not diagnosed by classic 
criteria in the electrocardiogram ; 10 of these cases were 
reported as myocardial ischemia, 1 was reported as 
“subendocardial injury,” 3 had left bundle branch block, 
5 were called left ventricular hypertrophy, 3 were classi- 
fied as nonspecific abnormal electrocardiogram, 4 had 
no electrocardiogram taken, and 1 had a normal elec- 
trocardiogram. (See Table IX.) 


TABLE IX—CORRELATION OF ELECTROCARDIOGRAPH- 
IC AND AUTOPSY FINDINGS IN 100 CASES 
MYOC ARDIAL INFARCTION 


Electrocardiographic Autopsy 
findings Number findings Number 
Anterior infarction 44 Anterior 39 
Posterior 1 
Combined 4 
Posterior infarction 16 Anterior 1 
Posterior 12 
Combined 3 
Combined anterior 
and posterior 1 Combined 1 
Acute myocardial 
ischemia 12 Anterior 10 
Posterior 2 
Subendocardial 
injury 3 Anterior 1 
Posterior 2 
Left bundle branch 
block 4 Anterior 2 
Posterior 1 
Left ventricular 
hypertrophy 6 Anterior 5 
Posterior 1 
Nonspecific abnormal 
Electrocardiogram a Anterior 
Posterior 4 
Normal electrocardiogram 1 Anterior ] 
No electrocardiogram 
obtained 6 Anterior 4 
Posterior 2 
Total anterior 67 
Total posterior 25 
Total combined 8 
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It is interesting to note that one of the nonspecific 
electrocardiograms was that of a 61-year-old male who 
died just 24 hours after the reading was taken, and at 
autopsy was found to have an extensive anterior infarc- 
tion with perforation of the ventricular wall and cardiac 
tamponade. In this case, precordial leads V2, V4, and V, 
were the only precordials taken and were not diagnostic. 
It is of further interest to note that this electrocardio- 
gram demonstrated the Dressler®® phenomenon first de- 
scribed in 1943. In those years, a single chest lead CF, 
was employed and hence many anterior infarctions 
were missed. Dressler noted that the electrocardio- 
graphic pattern of T;, greater than T, in amplitude, 
was associated frequently with coronary artery disease 
as a chronic phenomenon and occasionally in acute 
myocardial infarction where it was of great diagnostic 
value in the absence of other electrocardiographic cri- 
teria. It should be emphasized, however, that in the 
vertical heart position this may be a normal phenome- 
non. It is in the presence of left axis deviation with a 
horizontal heart position that Dressler’s observations 
apply. 
A correlation with the necropsy reports of the 16 
posterior infarctions diagnosed electrocardiographically 
demonstrated 12 true posterior infarctions, 3 combined 
anterior-posterior infarctions, and 1 anterior infarction. 
At autopsy there were 12 additional posterior infarc- 
tions not diagnosed electrocardiographically. Of these, 
2 were reported as “myocardial ischemia,” 2 as “sub- 
endocardial injury,” 1 as left bundle branch block, 1 as 
left ventricular hypertrophy, 4 as nonspecific abnormal 
electrocardiogram; and 2 had no electrocardiogram 
taken (See Table IX). The single case reported by 
electrocardiogram as a combined anterior and posterior 
infarction was found to be correct at autopsy examina- 
tion. 
In summary, the total anterior infarctions at autop- 
sy were 67, posterior infarctions were 25, and combined 
infarctions were 8. Additional autopsy findings of in- 
terest were 8 cases with embolic phenomena due to 
mural thrombus formation, 9 cases with myocardial 
rupture and cardial tamponade, 1 ruptured interventric- 
ular septum, 1 ruptured papillary muscle, and 1 case 
of situs inversus. 


Summary and conclusions 


A correlation of the clinical, electrocardiographic, 
and autopsy findings in 100 cases of myocardial infarc- 
tion has been presented. These cases represented ap- 
proximately 10 per cent of all autopsied cases at the 
Los Angeles County Osteopathic Hospital between July 
1, 1951, and June 30, 1955. The ratio of males to fe- 
males was less than 2:1 (1.86:1) which would indicate 
an increasing incidence in recent years of infarction in 
females in this institution, as compared to the findings 
of previous investigators. The average age of both 
males and females was slightly greater than that in 
previous reports. 

A significant past cardiovascular history was re- 
ported in 76 per cent of cases, angina being the most 
frequent symptom. The majority of patients (89 per 
cent), had some type of pain indicating the relative 
rarity of silent infarctions. The most common physical 
findings were poor quality of heart sounds (70 per 
cent), mild cyanosis (36 per cent) and arrythmias (28 
per cent). Ectopic beats and auricular fibrillation were 
the most common arrythmias. Fever following myocar- 
dial infarction was common (80 per cent). Leukocyto- 
sis was noted in 79.7 per cent and an elevated sedimen- 
tation rate in 86.5 per cent of cases. 
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The most frequent electrocardiographic diagnosis 
was that of the anterior myocardial infarction, seen in 
44 cases; 39 of these were found to be correct on 
necropsy correlation. Posterior myocardial infarction 
was reported by electrocardiogram in 16 cases, 12 of 
which were correct on necropsy correlation. There were 
33 cases not diagnostic of infarction by electrocardiog- 
raphy, but 15 of these were highly suggestive, showing 
early changes of ischemia or injury. Of these 33 cases, 
23 proved at necropsy to be anterior infarction, and 10 
were shown as posterior infarction. There were 8 cases 
of combined anterior and posterior infarction on autop- 
sy, only 1 of which was diagnosed by electrocardiogram. 
The final autopsy results demonstrated 67 anterior, 25 
posterior, and 8 combined infarctions. The electrocar- 
diogram was diagnostic or highly suggestive in 76 out 


of 94 of these cases. 
1449 N. Gardner St. 
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THE 
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and Surgeons 

Los Angeles, California 


F.. THE PRACTICING physician, the intrader- 
mal tuberculin test is a sound, economical, and short 
test that offers an extremely practical means of elimi- 
nating a diagnosis of tuberculosis in a patient with a 
pulmonary lesion. It has been well substantiated over 
the years that essentially a patient will not show a posi- 
tive tuberculin test without having had an experience 
somewhere in the body with a focus of tubercle bacilli, 
either living, attenuated, or dead; likewise, no tubercle 
bacilli are present when the test is found to be negative. 
Therefore, with a low percentage of error and from a 
clinical standpoint, the absence of a positive test rules 
out tuberculosis. Tuberculin-negative tuberculosis is a 
rarity. 

Although it has stood the test of time, the tubercu- 
lin test is still likely to be neglected in the present diag- 
nostic armamentarium. It is certainly true that newer 
and better procedures have improved diagnostic acu- 
men, but they tend to augment rather than supplant the 
tuberculin test.? 

It is my intent, therefore, to review the various 
aspects of the tuberculin test, to re-emphasize its value, 
and to present and discuss statistics and clinical case 
histories of patients at the Los Angeles County Osteo- 
pathic Hospital where the test has been of unusual 
benefit unless errors in testing have occurred. 

The principle behind the test is the establishment 
of a bacterial allergy, in this case a hypersensitivity to 
tuberculoprotein. This was first demonstrated by Rob- 
ert Koch in 1890, using old tuberculin as the testing 
agent." 


Administration 


I know of no distinct contraindications to the tu- 
berculin test. Since absorption of tuberculoproteins 
may cause unpleasant local or systemic reactions, a 
minimal dose should always be used for the first test 


and the test repeated at 3- to 4-day intervals, with the , 


correct increment of tuberculin. Testing should be dis- 
continued once a conclusive positive result is obtained, 
regardless of the strength of the material used. 
Purified protein derivative (PPD) is today the 
most universally accepted product for tuberculin test- 
ing. The active principle of PPD is derived from the 
products of growth of tubercle bacilli in a synthetic 
protein-free media, a stable preparation of constant 
potency thus being obtained. It is supplied in a con- 


*Presented at the annual meeting of the American College of Osteo- 
pathic Internists, Kansas City, Missouri, October 4, 1956. 
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venient tablet form together with sufficient diluent for 
preparation of the solution. The first test dose contains 
0.00002 mg. of PPD and the second test dose contains 
0.005 mg. of PPD. An intermediate dose, which may 
be used initially unless there is reason to suspect un- 
usual sensitivity on the part of the person being tested, 
contains 0.0001 mg. of PPD.? To prepare the solution, 
a tablet of the desired strength is dissolved in 0.5 cc. 
of diluent, and 0.1 cc. of this material—regardless of 
concentration—is used for the injection. It is important 
that only a freshly-prepared solution of PPD be used 
in the test since a solution over a week old may often 
lead to false results. This has been demonstrated at the 
Los Angeles County Osteopathic Hospital, where nega- 
tive reactions were obtained in patients proved later to 
be tuberculous. It was found after investigation that 
the solutions used in some of these cases had been pre- 
pared and stored in the refrigerator for some time prior 
to use. 

The site of injection is preferably the upper one- 
third of the volar aspect of the forearm. Seventy per 
cent alcohol is used to clean the skin, which should be 
dry before the injection is given. Injection should not 
be made over a muscle belly, tendon, or vein because the 
resistance of underlying structures may obscure the 
induration resulting from the tuberculin reaction. It is 
suggested that a 27-gauge needle be used, with the 
needle point placed in a sufficiently superficial position 
for it to be seen under the skin when making the intra- 
cutaneous wheal. The wheal should be 7 mm. in di- 
ameter, and the usual 1 cc. tuberculin syringe is used. 
Extreme caution should be taken to avoid subcutaneous 
injection, since this may result in no local reaction but 
produce a general febrile response. A syringe previous- 
ly used for the administration of coccidioidin, histoplas- 
min, et cetera, should not be used for the test since 
these substances are difficult to remove from the 
syringe.® 

It might be well to mention that neither the scarifi- 
cation (Von Pirquet) test nor the Vollmer patch test 
can be considered as accurate as the intracutaneous 
method, and are not recommended for general use.* 


Interpretation 


In reading the intradermal tuberculin test, indura- 
tion is the measure of a positive reaction. The middle 
and two lateral fingers are held together and passed 
over the site of injection, using equal pressure in all 
fingers and guiding the middle finger over the site. In 
this way, difference in induration between the site of 
injection and the normal skin can be perceived. In em- 
ploying this three-finger method, either deep or light 
pressure may be found necessary.* Another method that 
is used for questionable induration is to pick up the 
skin above and through the site of reaction, using the 
thumb and index finger. By gently pinching the super- 
ficial layers of skin, a difference in thickness may be 
noted, indicative of induration.* 

The size of the induration should be measure: 
with a rule rather than by sight. An indurated area of 
more than 5 mm. must be present for a positive test. 
The test should be read 48 to 72 hours after injection, 
and readings may be graded from 1 to 4 plus, a mini- 
mum of 5 mm. to a maximum of 20 mm. with necrosis. 
It is well to be reminded that redness without an asso 
ciated induration does not constitute a positive reaction. 
False positive reactions do not occur. 

Although there are some exceptions, sensitivity to 
tuberculin, once acquired, persists throughout life. The 
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response to the test may be minimal or entirely negative 
in the presence of miliary tuberculosis, during the last 
stages of pulmonary tuberculosis, during high fever, 
and when associated with exanthematous disease. The 
tuberculin test is often ineffective in a patient receiving 
ACTH or cortisone, but once this medication is discon- 
tinued it takes only a short time for the skin reaction to 
return to its former state.* It has also been reported**® 
that the skin reaction may temporarily be negative dur- 
ing an attack of influenza or in late pregnancy. In some 
individuals in whom a primary tubercular infection has 
been arrested and healed, the reaction has become nega- 
tive after some years. The frequency of such occur- 
rences is unknown, although documented cases are on 
record.” 

It has been reported by several investigators®*® 
‘hat a positive tuberculin reaction may become negative 
‘ollowing chemotherapy for tuberculosis. As previous- 
ly stated, a patient seriously ill with pulmonary tubercu- 
losis may show a low level of sensitivity to tuberculin ; 
such a patient under adequate chemotherapy will often 
develop a greater sensitivity reaction as he improves.*?° 
|f instead such a patient shows a decreasing reaction to 
tuberculin, it is often an important prognostic sign in- 
dicating poor response to treatment with downward 
progress of the patient. In distinction to this, a high 
level of sensitivity is usually found in cases of recently 
acquired infection, which, under adequate chemother- 
apy, often reverts to a less severe reaction indicating a 
favorable prognosis. Although these changes in tuber- 
culin sensitivity occurring during and following ade- 
quate chemotherapy are important from a prognostic 
viewpoint, they should not be interpreted as signs of 
cure, since in many such cases viable acid-fast bacilli 
can still be found.” 


Statistical reports 


A total of 50 case histories of bacteriologically- 
proved tuberculosis at the Los Angeles County Osteo- 
pathic Hospital were reviewed. Of this group, 23 were 
female and 27 male, ranging in age from 1 to 76 years. 
With the exception of 1 case, all patients had either 
minimal, moderately advanced, or far advanced pulmo- 
nary tuberculosis. Pulmonary involvement could not be 
demonstrated in 1 of the 2 cases of tuberculous menin- 
gitis in the study. Associated involvement was encoun- 
tered in the pleura, trachea, larynx, peritoneum, peri- 
cardium, and bone, with 2 cases of the miliary type. 
Eight patients in this series died, 8 presented satisfac- 
tory improvement, and the remainder were transferred 
to sanitariums or follow-up was incomplete. 

The skin testing material used was purified protein 
derivative in 34 and old tuberculin in 16 cases. Thirty- 
four of the 50 cases had a positive first-strength result, 
while 7 had a positive second-strength test following a 
negative first test dose. Therefore, 41 or 82 per cent 
of the series had a positive tuberculin test in either the 
first or second strength dose of testing material. Of the 


.Temaining 9 cases of proved tuberculosis with negative 


first-strength test, a second-strength test was not per- 
formed in 8, thus presenting a degree of uncertainty 
regarding response to the skin test if it had been com- 
pletely performed. 

Four of the tuberculin-negative cases were on 
chemotherapy at the time of testing. Taking this into 
consideration, together with the cases in which no sec- 
ond-strength test was performed, it might then be as- 
sumed that the number of positive reactors might well 
be above the previously mentioned 82 per cent. Unfor- 
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tunately, skin testing following the use of chemother- 
apy, in an attempt to evaluate the response of the 
patient to such therapy as manifested by changes in the 
tuberculin test, was not done. 

To evaluate further the 9 cases of proved tubercu- 
losis presenting a negative reaction to the tuberculin 
test, in 1 the testing agent was found to have been 
refrigerated for some time beyond 1 week following its 
preparation into solution. In another case, a 7-year-old 
patient with pericarditis, had been receiving cortisone 
for 3 days prior to the test. Unfortunately, the test was 
not repeated after the corticosteroid had been discon- 
tinued, upon the finding of acid-fast bacilli in the 
pleural fluid. It is also of interest to note that all of the 
patients in this series who died had positive tuberculin 
tests. Likewise, the 2 patients with an overwhelming 
miliary type of infection had only a weakly positive 
first-test response, which is consistent with my previous 
remarks concerning patients with profound tuberculous 
infection. Another acutely ill patient with a moderately 
high febrile reaction failed to exhibit any reaction to 
tuberculin. Of this group of negative reactors, | am 
unable to explain the lack of response to repeated tests, 
using all three strengths, in a 10-year-old girl with 
minimal pulmonary involvement, with unquestionable 
evidence of infection as proved by gastric culture. 

Experience at a number of institutions has revealed 
a positive tuberculin reaction to intermediate strength 
PPD in 90 to 95 per cent of those with proved tuber- 
culosis, and as high as 99 per cent of such patients 
responded with a positive reaction to the second- 
strength dose of .005 mg.?? Although the 82 per cent 
of positive reactors in this series is somewhat less than 
the foregoing, without question the percentage would 
have been substantially higher if more second strength 
tests had been performed. Repeat testing following dis- 
continuance of chemotherapy and corticosteroids, more 
care in using only fresh solutions, and more uniformity 
in reading the reactions would also better our number 
of positive reactors in proved tuberculosis. 


Summary and conclusions 


This survey has brought to light a number of fac- 
tors relative to the tuberculin test as conducted at the 
Los Angeles County Osteopathic Hospital. As a result 
of these findings, I am sure that more uniformity, ac- 
curacy, and a greater volume of tuberculin testing at 
the hospital will be derived. The necessity for a rigid 
testing routine with the associated decreasing margin of 
error has been aptly demonstrated. That the testing 
should be performed early in the diagnostic examina- 
tion of a patient has been frequently demonstrated in 
my observations in the outpatient clinics of the Los 
Angeles County Osteopathic Hospital. Such a highly 
accurate method of excluding tuberculosis will often 
make further tuberculous studies unnecessary. 

The tuberculin test actually serves three major 
purposes: (1) diagnosis of tuberculosis; (2) informa- 
tion on the status of tuberculosis control efforts; and 
(3) screening those individuals who have been infect- 
ed.1° The test is simple and inexpensive; yet, as tests 
go, it is quite accurate when properly performed. 

Fifty bacteriologically-proved cases of tuberculosis 
at the Los Angeles County Osteopathic Hospital were 
reviewed, with the resultant findings of 82 per cent 
positive reactors to the tuberculin test. Statistically, this 
percentage should be somewhat greater, and I have at- 


tempted to explain this discrepancy. 
s Angeles County Osteopathic Hospita 
1100 N. Mission Rd. 
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Ependymoma 


of the cauda equina 


WILLIAM J. MONAGHAN, D.O. 


Kansas City, Missouri 


A 22-YEAR-OLD white married female en- 
tered the Osteopathic Hospital of Kansas City on July 
19, 1955, with the chief complaint of pain in her low 
back which radiated to both legs. 

The condition began insidiously approximately 5 
years before, with no known history of trauma. The 
first symptom was pain in the low back which radiated 
down both legs. Approximately 3 years later, the condi- 
tion became worse and severe headaches began. On 
admission into the hospital, her most severe symptom 
was a lancinating pain in her left leg. She stated that 
she had a “drawing and pulling” in the muscles of her 
right leg. The condition was aggravated on arising in 
the morning, tended to become less severe as the day 
wore on, and returned in the evening. The patient suf- 
fered such excruciating pain on coughing and sneezing 
that she had to hold on to some solid object to bear it. 

The patient had been treated by several physicians, 
and a spinal tap, the results of which were not known, 
had been done 1 year prior to her entry into our hospi- 
tal. She had recently returned from a large diagnostic 
clinic where she was told that her problem was func- 
tional in nature, and the causative role of stress and 
strain in the etiology of low-back pain had been care- 
fully pointed out to her. Her marital life was relatively 
free from tension and conflict. 

An inventory by systems was noncontributory ex- 
cept for a 10- to 12-pound weight loss in the past year. 

Physical examination revealed a_ well-nourished, 
well-developed white female, apparently in acute pain 
and distress. Straight leg raising was demonstrated to 
be 2 plus bilaterally. There was a slight paresis of the 
left great toe, and point tenderness over the spinous 
processes of the second, fourth, and fifth lumbar verte- 
brae. There were no apparent neurologic changes in the 
lower extremities or the perineal areas. A mild tender- 
ness over the left iliac crest was noted on palpation. 
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No sensory changes were noted. Temperature was 98.6 
I’., pulse 76, weight 100 pounds, and blood pressur< 
118/80. 

Family history revealed that the father suffered 
migraine headaches and an uncle died of tuberculosis ; 
the rest was noncontributory. 


Laboratory tests showed: Blood: erythrocytes, 
4,350,000 ; hemoglobin, 80 per cent; leukocytes, 14,400 
(3 per cent nonsegmental neutrophils, 62 per cent seg- 
mented neutrophils, and 35 per cent lymphocytes), and 
negative serology; urine: specific gravity, 1.023, and 
sugar and albumin negative; spinal fluid: total protein, 
65 mg. per 100 cc.; negative Kahn test; Pandy test, 
positive ; and gold curve, 433333221, no cells. 

On the date of entry a myelogram was attempted. 
Several attempts were made to penetrate the subarach- 
noid space at the third, fourth, and fifth lumbar levels. 
Each attempt failed and no spinal fluid was withdrawn. 
Because of the condition of the patient, the myelogram 
was postponed until July 21. On that date, an attempt 
to withdraw fluid from the third lumbar level also 
failed. A successful tap was made at the second lumbar 
level, the fluid was readily withdrawn, and the myelo- 
gram was continued with success from this point. The 
myelographic studies revealed a complete obstruction of 
the subarachnoid space at the level of the second lumbar 
interspace. 

On July 25 the patient underwent an exploratory 
laminectomy, which was done on the left of the second 
and third lumbar vertebrae. At this time no extradural 
masses were noted, and a longitudinal incision, approxi- 
mately 5 cm. in length and extending from the level of 
the second lumbar interspace to the body of the fourth 
lumbar vertebra, was made through the dura. 


A tumor mass was found at the level of the second 
lumbar interspace, closely intermingled with the fibers 
of the cauda equina. The mass was soft, friable, and 
the color of a black cherry, measuring approximately 4 
by 2 by 2 cm. It extended from the level of the second 
lumbar interspace to the body of the fourth lumbar 
vertebra, and it dissected freely from the caudal fibers 


and was removed. 


The postoperative recovery was satisfactory. The 
patient suffered pain extending to the heel in her right 
leg and numbness of the left leg, with loss of reflexes 
in both legs. Passive leg raising was painful but pos- 
sible on the third postoperative day. The patient was 
fitted with a Bennett low-back brace and was ambula- 
tory on the third postoperative day. The most distress- 
ing complaint other than the pain incidental to surgery 
was the inability to micturate without great strain. 
When the patient was dismissed on her sixteenth post- 
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operative day, she was ambulating quite well, but had 
some residual pain in her legs. 

Pathologically, the tumor was definitely identified 
as a glioma consisting of ependymal cells. These tumors 
are usually considered relatively benign except in cer- 
tain locations ; more recent attempts have been made to 
grade them as to malignancy, but time has not proved 
the prognostic value of this classification.*~® 
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Ectopic kidney 
obstructing labor* 


THEODORE H. FREILICH, D.O. 
and SAMUEL BRINT, D.O. 
Philadelphia, Pennsylvania 


| ae KIDNEY obstructing labor is a rare 
complication. It is not mentioned by Titus,’ and DeLee 
and Greenhill? acknowledge its occurrence but briefly. 


Case report 


A 20-year-old white female was admitted to Metro- 
politan Hospital on July 1, 1956, in mild labor. She was 
a primigravida; the first day of her last menstrual 
period was September 21, 1955, and her expected date 
of confinement was July 1, 1956. Rectal examination 
showed that the head was not engaged and that the 
dilatation was 2 cm. A complete blood count was nor- 
inal and urinalysis was negative. 

A prenatal examination done November 1, 1955, 
was not remarkable; no masses were palpable in the 
pelvis or abdomen, and the uterus was consistent in size 
with the period of amenorrhea. Complete blood count 
was normal, serology negative, and Rh positive. Twelve 
urinalyses were performed at the prenatal visits, and all 
were negative except that of February 8, which showed 
1 plus albumin ; April 9, with a trace of albumin; April 
24 showing 3 plus albumin; and May 1, with a 1 plus 
albumin. No hypertension was noted at any visit, and 
no prenatal complications occurred. A_pelviencephalo- 
gram was performed on June 16 (Figs. 1 and 2) with 
the following report: 

Single pregnancy showing no evidence of cephalopelvic dis- 


proportion. The fetal head lies closer to the pubic symphysis ° 


than to the sacral promontory and slightly to the right of the 
midline, suggesting a possible displacing mechanism within the 
pelvis. 

Pelvic examination during labor revealed a mass in 
the pelvis at about the level of the sacral promontory, 
no engagement of the fetal head, and about 4 cm. cervi- 
cal dilatation. 

After 7 hours of active labor, no further dilatation 
nor descent of the head took place, so a low transverse 
cesarean section was performed. A normal male child 
was delivered, following which the pelvis was examined 
to determine the nature of the obstruction. In the hol- 
low of the sacrum was a mass the size and consistency 


*From the Department of Obstetrics, Metropolitan Hospital, Phila- 
delphia, Pennsylvania. 
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of a normal kidney. Palpation of the renal fossae dis- 
closed a normal kidney on the right but none on the 
left. No further exploration was undertaken. 

The patient made an uneventful recovery and was 
discharged on the seventh postoperative day. Repeat 
urinalyses were consistently negative. An intravenous 
urogram was done July 7, 6 days postpartum (Figs. 3 
and 4). The report was summarized as follows: 

1. Ectopic left kidney located within the pelvis at the fourth 
and fifth sacral levels showing no evidence of gross pyelectasis 
or calyectasis. 

2. No evidence of gross pathology of right kidney or ureter. 

The patient was examined 4 weeks postpartum, 
and no masses could be palpated in the pelvis or ab- 
domen. The ectopic kidney was not felt. Questioning 
of the patient revealed no known familial anomalies. 


Fig. 2 
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Development 


Ureteral buds are formed from the posterior aspect 
of the wolffian ducts early in embryonic life. These 
buds form contact with masses of nephrogenic tissue 
in the pelvis. During the process of growth and divi- 
sion of the ureteral anlage, the kidney ascends from its 
position in the pelvis, reaching the renal fossa by the 
eighth week of embryonic life. 

The kidney can be arrested in the lower lumbar 
region, near the promontory of the sacrum, overlying 
the iliac vessels, or in the true pelvis. The kidney may 
be separate or fused, and ectopia was found in one 
study® to be unilateral once in 4,886 pregnant women, 
or bilateral once in 34,206 pregnancies. 

The left kidney is most frequently involved in this 
condition, as in the case presented.”* 


Management 


In a review® of 114 cases of ectopic kidney, an 
abortion rate of 15.4 per cent and a fetal mortality rate 
of 16.7 per cent were found. The maternal mortality 
was 8.77 per cent. Three maternal deaths were due to 
shock, two to infection, one each to eclampsia, ruptured 
uterus and acute hemorrhagic nephritis, and two to ill- 
advised kidney surgery. Of the total of 209 deliveries 
in the above cases, 153 deliveries were spontaneous, 
forceps were used in 6, 11 were breech, 32 cesarean 
sections were performed, version and extraction were 
done 5 times, and craniotomy was done twice. 

Interruption of the pregnancy or sterilization may 
be advisable if ectopia is accompanied by a supervening 
kidney disease, such as intractable pyelitis, tuberculosis, 
hydronephrosis, toxemia, or neoplasm. 

The management of this condition will depend 
upon the size of the kidney, the exact position it as- 
sumes in the birth canal, and whether or not it is a 
solitary kidney. If a mass is found in the pelvis pre- 


Fig. 3 


case. 


Fig. 4 


natally, urologic studies should be done to determine if 
it is a kidney. 

Many patients have had normal vaginal deliv 
eries.** Cesarean section is advisable if a solitary kid 
ney is ectopic, to avoid all possible trauma to the organ,’ 
and is necessary when the progress of the labor is 
obstructed, as in the case presented. 

Ectopic kidneys rarely are removed at cesarean 
section unless found to be severely traumatized, or 
through errors in diagnosis. In the presence of any 
pelvic mass found during cesarean section, the renal 
fossae should be examined and the kidneys identified. 
Although ectopia is admittedly rare, it must be suspect- 
ed if the catastrophe of removing a solitary ectopic 
kidney is to be avoided. 


Discussion 


The ectopic kidney in this patient was not palpable 
at the initial prenatal nor in the postnatal examination. 
This can only be explained on the theory that it was 
forced down into the pelvis by the enlarged uterus, and 
1 month postpartum had ascended from the pelvis to 
the lumbar area. 

It is to be noted that 7 hours of active labor did 
not traumatize the kidney, since no albumin was present 
in any urinalysis in the postpartum period. The pre- 
partum albuminuria may have occurred on an ortho- 
static basis. 


Summary 


A case of labor obstructed by an ectopic kidney is 
reported. The cause, incidence, and management of 


this condition are presented. 
4010 Magee Ave. (Dr. Freilich) 
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Imaginative vision 


and organizational capacity 


Within recent months a ninetieth birthday attracted 
unusual attention, not for its years so much as for the 
sharp focus in which it placed Dr. Abraham Flexner, 
the man who has had a greater impact on medical edu- 
cation in America than any other person or agency— 
even to the degree that he not only revolutionized medi- 
cal standards but profoundly affected professional 
standards in other fields. The informed reader will at 
once recall Dr. Flexner’s report (1910) on “Medical 
Education in the United States and Canada,” a study 
that was destined for a quarter of a century to be the 
pacemaker for educational progress in medicine and 
that has become a classic of research. Few are likely to 
think of the author of this educational classic as living 
and productive, yet Dr. Flexner journeys daily between 
his apartment on upper Fifth Avenue, New York City, 
and his office in midtown. He has a summer office on 
lake Ahmic, Ontario, where he is said to have done 
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much of his recent writing. He credits “the peace, sun- 
shine, and exercise afforded by those Canadian woods 
and waters” with adding decades to his life. Such are 
the days of this man of four score and ten who years 
ago wrote that he would choose for his motto a line 
from Carlyle’s bookplate. Beneath a lighted candle 
were the words, “I burn that I may be of use.” 

With the regeneration of American medical educa- 
tion initiated relatively early in his career, Abraham 
Flexner turned to a second major task and his second 
great achievement, the founding of the Institute for 
Advanced Study at Princeton. The Institute is popular- 
ly known for the one name above all that gave it world 
renown—that of Albert Einstein, who in the mid 30’s 
accepted Dr. Flexner’s invitation to join this broadest 
and most unusual of research institutes. Its director 
from 1930 to 1939, Dr. Flexner at 73 was made its 
director emeritus. 

In a delightful article published in the November 
11, 1956, issue of The New York Times Magazine, 
“Flexner at 90 Charts a New Course,” Allan Nevins, 
DeWitt Clinton Professor of American History at Co- 
lumbia University, points out that Dr. Flexner’s con- 
cern in his later years has been with those social forces 
in America that have largely converted the Institute for 
Advanced Study into an institute for mathematical 
physicists. Great industries are interested in concrete 
results and practical enterprises. The foundations they 
set up provide huge sums to promote science and tech- 
nology for the most part, and devote little to the hu- 
manities, thus fostering a disproportion long glaring in 
American education. Professor Nevins writes of Dr. 
Flexner’s unfulfilled dream as the creation of “a foun- 
dation, amply endowed and imaginatively led, which 
will serve the humanities in particular, not only with 
money but ideas.” The author points out that this type 
of foundation would “correct the distortion which 
threatens to give us a lopsided America, technologically 
strong but humanistically puny.” 

Dr. Flexner’s first major task and its accomplish- 
ment have no parallel in the field of education generally, 
much less in any of its specific fields. Today his con- 
tribution stands forth clearly. Within its beneficence 
lay schools of osteopathy. “Medical Education in the 
United States and Canada” categorized them as “schools 
of medicine” and castigated them as such. In 1910, 
however, the osteopathic movement in medicine was not 
mature enough to appreciate the challenge that Abra- 
ham Flexner imposed upon it—in that it was no differ- 
ent from all sectarian medicine of. the time. Perspective 
was needed. This significant fact was first pointed out 
in osteopathic writing by the Cole thesis! in 1954. That 
these schools in 1910 were not considered as they 
would have been today, as belonging to another healing 
art profession, is simply explained. Osteopathy then 
had not reached the status of a separate profession. 
Like homeopathy, electicism, and allopathy, it was a 
medical sect. 

The Flexner study aroused the wrath of the medi- 
cal profession by reporting that there were a few 
reputable well-managed medical schools, some that were 

1. Cole, W. C.: Development of osteopathic research and education. 
Thesis submitted in partial fulfillment of the requirements for the degree 


of Master of Arts, Northern Missouri State Teachers College, Kirksville, 
Mo., 1954, 
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mediocre, and many that were feeble and deplorable 
institutions. It is of no moment today that Dr. Flexner 
placed the great majority of medical schools and osteo- 
pathic schools in the last classification. It is unnecessary 
to excuse the weakness of early osteopathic education 
on the basis that the profession was new and utterly 
without resources or prestige; the schools were simply 
weak. It is much more important to realize that osteop- 
athy’s able and more imaginative leaders never relaxed 
for a moment their efforts to back research and educa- 
tion, nor lost sight of the destined purpose of the move- 
ment as a continuing reorientation of medicine. 

Osteopathy today owes a tremendous debt of grati- 
tude to Abraham Flexner for his prescience that schools 
of osteopathy were schools of medicine. Osteopathic 
colleges in 1957 are institutions for training doctors of 
osteopathy who become members of the profession of 
osteopathy. But that does not alter the fact that osteo- 
pathic colleges are medical schools in the general and 
proper sense of that term and that their graduates are 
physicians and surgeons, again within the same mean- 
ing. 

The primary problems that the Flexner report 
brought to light in 1910, and that beset medicine and 
medical education (including osteopathy and osteopathic 
education) for some years thereafter, are no longer 
problems. Yet it is apparent that these problems were 
as productive as dragon’s teeth, not only multiplying in 
numbers and complexity, but becoming metamorphosed. 
For an understanding of the problems of today, reading 
“Medical Education in the United States at Mid-Cen- 
tury,”? the 1953 counterpart of “Medical Education in 
the United States and Canada,” is prerequisite; the 
significance of the 47-year-old Flexner document can 
be best appreciated by a study of its sequel. However, 
no reference is made to osteopathic education in the 
present-day study. For the counterpart of that section 
of the Flexner report, the reader would need to turn to 
the Report of the Committee for the Study of Relations 
between Osteopathy and Medicine.* 

Today’s total counterpart of the Flexner report 
poses its own problems, both in the profession of medi- 
cine and in that of osteopathy. Their solution lies be- 
yond the ability of any one man, had he the imaginative 
vision and the organizational capacity of a Flexner. 
The new task of medicine in a new day calls for the 
genius of many men in the hope that some of these 
able men possess at least a modicum of Dr. Flexner’s 
ability to come to adequate conclusions upon the basis 
of the inadequate evidence afforded them—that ability 
in itself is a hallmark of genius. 

The profession of medicine has tremendous re- 
sponsibilities for social welfare. To meet these respon- 
sibilities it needs able educators, gifted scientists, and 
capable organizers, under such prophetic leadership as 
Abraham Flexner possessed in the days when single- 
handed he forced medical education in the United States 
to regenerate itself. And the times likewise call for his 
matching courage. With this must go a quality of 
medical statesmanship that bespeaks no infallibility for 
itself. Would an Abraham Flexner have a chance to- 


2. Deitrick, J. E., and Berson, R. C.: Medical schools in the United 
States at mid-century. McGraw-Hill Book Co., New York, 1953. 

3. Report of the Committee for the Study of Relations between Os- 
teopathy and Medicine. J. Am. M. A. 158:736-741, July 2, 1955. 
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day? In 1910 he was from without organized medi- 
cine’s now near-total control. 

As for the profession of osteopathy—it would 
seem that it most needs to recapture its earliest purpose, 
reorientation. Just so, an elder medical leader once re- 
sponsible for implementing sections of the Flexner pro- 
gram, Alan Gregg, vice president of the Rockefeller 
loundation, has made this observation : “To be oriented 
is to know where to look for the Dawn.” 

And that, Abraham Flexner has never ceased to do 
—-look for the Dawn. 


American Osteopathic Academy 
of Occupational Medicine 


“Another osteopathic organization?” That ques- 
tion and a stereotyped answer (“Overorganization” ) 
may flash through the minds of some JoURNAL readers 
who are ready to dismiss this newest of affiliated groups 
of the American Osteopathic Association (action of the 
A.O.A. Board of Trustees, December 1956) as un- 
needed and mimetic. 

An additional organized body within a small but 
efficient and judicious national organization such as 
the A.O.A. is not evidence of duplication or mimicry. 
It means that a group of individuals are finding the 
best way to fulfill their obligation to the profession of 
which they are a part and to the people they serve. 
Challenge and response constitute the test of a vitally 
living body, whether it is an individual, an organization, 
or a nation. For more than 60 years the osteopathic 
movement in medicine has met this test so successfully 
—even in its period of weakest response—that today 
the profession is a creative minority, well able to with- 
stand the challenges thrown down to its right to exist 
as a healing art profession. The A.O.A.O.M. is a case 
in point. 

The Academy of Occupational Medicine differs 
from other organizations of the profession by limiting 
its membership to doctors of osteopathy who devote 
50 per cent or more of their time to some phase of in- 
dustrial medicine, or “occupational medicine,” as its 
specialized practice is now popularly termed. This does 
not mean that acceptance for membership in the 
A.O.A.O.M. is based on no more than a time-standard 
qualification. Occupational medicine within a decade 
has become a major interest of medicine generally, a 
specific need of society, and a defense arm of the na- 
tion. Membership in the new A.O.A. affiliated body 
is indicative of serious intent and established practice. 

The Academy affords no grist for critics who 
would view it as evidence of the “we too” principle in 
osteopathy. A.O.A.O.M. was organized under a slightly 
different name but to its present purpose a decade ago. 
The 10-year period of investigation and processing re- 
quired by the A.O.A. Board before the Academy was 
granted an affiliate status suggests no undue haste by 
organized osteopathy to multiply its affiliates beyond 
need. That the Academy has in the profession of medi- 
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cine a counterpart which recently celebrated its tenth 
anniversary proves no contention. 

An Osteopathic Academy of Occupational Medi- 
cine and a similar body within the nation’s alternative 
healing art profession should each be seen in a perspec- 
tive which relates such groups to the vast, multiform 
health service program necessary to meet the health 
needs of the people—health needs that are burgeoning 
and expanding far beyond the abilities of available 
health services to meet those needs. And in no single 
field is this more true than in that of industrial health, 
concerned with the total health of the worker. 

Beside this perspective of need, there is no group 
occupied with industrial medicine so large as not to 
sense its own inadequacy; there is none so small as to 
dare escape its responsibility. The osteopathic pro- 
fession has obligated itself to furnish a complete health 
service within its proportionate share of the nation’s 
health care. Occupational medicine has become an in- 
tegral part of that care. 

This editorial is not to discourage criticism of 
A.O.A.-related activities, or to suggest that members 
of the profession should be less critical—its intent is 
to produce an informed profession, so cognizant of its 
own strengths that it can sense accurately inherent 
weakness. In order that the role of such a group as 
the Academy can be thoroughly understood, the June 
ForuM will carry a detailed story on the growth and 
development of industrial medicine in the osteopathic 
movement. It will include a report on the recent In- 
dustrial Conference held at the Central Office under 
the sponsorship of the Foundation for Research of the 
New York Academy of Osteopathy. 

Scant knowledge of the growth and development 
of osteopathic medicine in the last decade is not con- 
fined to critics outside the profession; it can be 
matched, misstatement for misstatement, within the 
profession. Fortunately, the profession’s uninformed 
critics in positions of leadership are few in number, 


Cigarette THE DIRECT cause-and-effect 
relationship between ciga- 
5 rette smoking and lung can- 
lung cancer cer is in the news again, 
following a report, made 
public on March 22, by 
seven experts who have made a thorough review of sci- 
entific evidence. The work was done by a Study Group 
on Smoking and Health organized in June 1956 at the 
suggestion of the American Cancer Society, the Ameri- 
can Heart Association, and the Cancer and Heart Insti- 
tutes of the National Institutes of Health, all members 
of the National Health Council. 
The Study Group called attention to the fact that 
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and growing fewer. In contrast and equally fortunate, 
organized osteopathy does possess a remarkably pro- 
gressive body in its A.O.A. House of Delegates and 
an informed and judicious executive agency in its 
Board. 

When A.O.A. structure fails to function ade- 
quately, the blame cannot be placed on the profession’s 
reactionary elements—they are quite ineffectual and 
largely extinct. It is not reaction that obstructs and 
subverts. It is the organizationally uninformed mass of 
otherwise knowing individuals who do not recognize 
the profession’s forward movement even as it passes 
before their eyes. They stand by and exclaim, “No 
progress!” And they lend no hand to overcome the 
friction that is inevitable to progress. It is the first 
responsibility of A.O.A. publications to inform and 
educate the profession, for the publications are a chan- 
nel of communication. But they must be read. For 
that reason editorials in both THe JouRNAL and THE 
Forum are generally reserved for matters of national 
import, organizationally. 

The American Osteopathic Academy of Occu- 
pational Medicine is a significant organization nation- 
ally, and young as it is, it is entitled to its place in the 
sun and the osteopathic profession itself is obligated 
to foster the new organization and encourage it as its 
leaders assume a portion of the profession’s total obli- 
gation to society. 

Yet final responsibility in the matter of health 
needs and health services rests not upon any one organ- 
ized profession or its affiliated bodies. It rests upon the 
physician himself, and there are doctors of osteopathy 
who will welcome the opportunity that this newest of 
groups gives them to improve their services and perfect 
their skills. Interested readers wishing further infor- 
mation should address Walter W. Henry, D.O., secre- 
tary-treasurer, American Osteopathic Academy of 
Occupational Medicine, 10140 East Rush, El Monte, 
California. 


COMMENTS 


at least sixteen independent studies carried on in five 
countries during the past 18 years have shown that 
there is a statistical association between smoking and 
the occurrence of carcinoma of the lungs. Epidemi- 
ologic studies and other investigations have also been 
made. The Group gave full recognition to other causa- 
tive environmental factors but made this definite state- 
ment about cigarette smoking: “The sum total of sci- 
entific evidence establishes beyond reasonable doubt 
that cigarette smoking is a causative factor in the rapid- 
ly increasing incidence of human epidermoid carcinoma 
of the lung.” 

The report also strongly urged a research program 
of wide scope that would clarify the relationship be- 
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tween smoking and cardiovascular diseases. The scien- 
tists referred to three areas for clarification as of par- 
ticular importance: 

(a) Epidemiologic studies with appropriate consideration of 
the roles of other factors such as diet, physical activity, and 
blood lipides. 

(b) The chronic effects of tobacco and nicotine in animals, 
with and without experimental atherosclerosis. 

(c) Further physiologic studies on man, particularly on 


the effect of smoking upon coronary artery blood flow in normal 
individuals and in individuals with coronary insufficiency. 

This is the first time that scientists of the rank that 
make up this particular study unit have made so definite 
a statement of the culpability of cigarette smoking in 
lung cancer. 

The agencies sponsoring the study are reserving 
comment until the official document has received their 
consideration. A joint statement by all concerned is 
anticipated following their review of the report. The 
public was apprised of its content through a text fur- 
nished The New York Times. For various reasons 
aside from its specific value, the report is one that could 
be profitably studied by physicians as an example of 
the way in which scientific judgment is passed on evi- 
dence submitted for a group. study. Doubtless copies 
will be made available soon. 

Incidentally—but not without significance—dis- 
closure of the report was followed by a sharp drop in 
the price of tobacco shares on the stock market. 


Medicine IN A RECENT review of 
tn thee medical research in The 
New York Times, readers 

today were reminded that “In 


most ways, today’s modern 

hospital is as different from 
its 1900 counterpart as guided missiles are from the 
muskets used in the Spanish-American War. Of the 
drugs given in hospitals today, 60 per cent were un- 
known but ten years ago.” The care of the individual 
patient, however, remains the same as at the turn of 
the century. Largely, it is in the hands of the patient’s 
physician. Could it be possible, as in so many other 
fields of man’s knowledge, that medicine’s technics 
have far outstripped their wise use? Do we need a 
philosophy of medicine, a knowledge that will enable 
it to catch up with the information that it has? Of all 
groups today, the profession of medicine seems the 
least inclined to define its position in a totally new sit- 
uation. Is the osteopathic movement in medicine any 
better prepared to set forth its intellectual pattern, its 
theories and aims, and its scientific-politico-social pro- 
gram for itself and for other groups? 


ESTABLISHMENT of an af- 
filiated group of osteopathic 
physicians (announced on a 
preceding page) with a pri- 
mary interest in the prac- 
tice of occupational medi- 
cine comes as slow but logical development within the 
profession. Organizational recognition of individual 
activity in industrial medicine by doctors of osteopathy 
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dates from 1921. An appreciable number of physicians 
engaged in part-time practice in this field was revealed 
by a profession-wide survey made in 1954-55 by the 
A.O.A. Bureau of Industrial and Institutional Service, 
a finding that has not been previously reported. In 
March 1956, the Bureau held an all-day meeting at 
the Central Office during which the obligations and re- 
sponsibilities of the profession were studied in relation 
to industrial health. Reference has also been made to 
the representative group of osteopathic physicians who 
held a Conference on Industrial Medicine in the Cen- 
tral Office 6 weeks ago. 

This statement is being made here to emphasize 
the announcement that the June Forum will review the 
background for industrial medicine in osteopathy and 
picture its status today. Within such a framework, 
introduction to the profession of the American Osteo- 
pathic Academy of Occupational Medicine should meet 
with approval of the profession generally and the spe- 
cific interest of those doctors who devote at least 5() 
per cent of their time to industrial medicine. 


Notes in A FEBRUARY report from 
brief Calcutta by Drs. Willian 
rieter and Pearle Schultz (Cleve- 
form land, Ohio) on an around 


the world trip. . . . “130 

cases smallpox hospitalized 
here, estimate twice more home-treated; many refuse 
vaccination, believe in prevention through vegetables, 
nuts, and herbs by which they claim to purify the blood 
and cool the system; many doctors of homeopathy 
divided into two groups, one group relies on their own 
smallpox preventives, another encourages use of vacci- 
nation and antibiotics.” Jt is not necessary to go to 
India to find fake cures, charlatans, and ignorance. 
... The press quotes Dr. Malcolm E. Phelps, El Reno, 
Oklahoma, new president of the American Academy of 
General Practice (M.D.) as criticizing medical special- 
ists for attempting “to carry on a general practice, in 
which they have been inadequately trained.” He em- 
phasized that the overproduction of specialists has left 
many rural areas understaffed and “some without any 
medical care at all.” A.A.G.P. has a membership of 
22,000, and is second in size to the American Medical 
Association among the nation’s medical groups. . 
In its recent annual meeting the National Council on 
Alcoholism emphasized that its credo was neither 
“wet” nor “dry,” but that “Alcoholism is a disease 
...a public health problem, and a public responsibility.” 
The Council estimates that one in 15 of the 70 million 
Americans who drink develops the disease of alcohol- 
ism, which he is powerless to control by himself. Phy- 


‘ sicians can secure information on the Council’s program 


by writing 2 E. 103rd Street, New York 29, New York. 
. . . Under the heading, “Population dynamics,” the 
March JouRNAL commented on an important report 
from the U.S. Department of Health, Education, and 
Welfare. The Public Health Service advises that single 
copies may be obtained free as long as the supply lasts. 
Address your request for a copy of “Health and De- 
mography,” by Halbert L. Dunn, M.D., to the National 
Office of Vital Statistics, Washington 25, D.C. 


Journa A.O.A. 


TRUE B. EVELETH, D.O. 
Executive Secretary 


Proposed amendments 


By-Laws 


(The following proposed amendment would make consistent, 
reference in the By-Laws to the time for furnishing to divi- 
sional societies information regarding American Osteopathic 
Association membership in their respective areas.) 


ARTICLE V.—DELEGATES, METHODS OF ELECTION 


AND DUTIES 
Amend Section 4 by deleting, in the fourth line of the sec- 


ond sentence thereof, the figure “60” and substituting therefor 
the figure “75.” 


(The following proposed amendment would make consistent, 
references in the By-Laws to the Bureau of Conventions and 
Meetings.) 


ARTICLE VI.—MEETINGS AND SESSIONS 
Amend Section 1 by inserting in the second sentence there- 
of, following the words “Bureau of Conventions,” the words 
“and Meetings.” 


(The following proposed amendment is published at the re- 
quest of the House of Delegates and would provide for a Sec- 
ond Vice Speaker of the House.) 


ARTICLE VI.—MEETINGS AND SESSIONS 
Amend Section 2 by deleting, in the second paragraph, the 
last sentence and substituting therefor the following: “In the 
absence of, or at the request of, the Speaker, the Vice Speaker 
shall preside and in the absence of, or at the request of, the Vice 
Speaker, the Second Vice Speaker shall preside. 


ARTICLE VII.—ELECTIONS 

Amend Section 1 by deleting, in line three of the first sen- 
tence, the words “and Vice Speaker” and substituting therefor 
the words “First Vice Speaker and Second Vice Speaker.” 

Further amend Section 1 by deleting, in the next to the 
last sentence of the first paragraph thereof, the words “and 
Vice Speaker” and substituting therefor the words “Vice 
Speaker and Second Vice Speaker.” 


ARTICLE VIII.—DUTIES OF OFFICERS 
Amend Section 2 by deleting in the second sentence thereof 
the words “or the Vice Speaker” and substituting therefor the 
words “and Vice Speaker or the Second Vice Speaker.” 


(The following proposed amendment is presented to im- 
prove the sentence structure.) 


ARTICLE X.—DEPARTMENTS, BUREAUS AND COMMITTEES 


Amend Section 2 by inserting in line three of the first sen- 
tence thereof, after the word “Health,” the word “and.” 


Vor. 56, May 1957 


P ROP OSED amendments to and revision 


of the Constitution, By-Laws, and Code of Ethics 
of the American Osteopathic Association 


Code of Ethics 


(The House of Delegates in July 1956 changed the name of 
the Division of Public and Professional Service and the follow- 
ing proposed amendment would make consistent a reference in 
the Code of Ethics to that Division.) 


CHAPTER II.—ARTICLE I 

Amend Section 6 (b) by deleting in the sixth from the last 
line in that Section the word “Welfare” and substituting there- 
for the word “Service.” 


(Proposed amendments to the Constitution and By-Laws 
submitted by the General Counsel of the Association in order 
to make amendment provisions consonant with those contained 
in the Articles of Incorporation.) 


Constitution 


ARTICLE X.—AMENDMENTS 


Amend the article by deleting the present paragraph and 
substituting therefor the following: 

This Constitution may be amended at any annual or spe- 
cial meeting of the House of Delegates by a two-thirds vote 
of the accredited voting Delegates at such meeting, provided 
copy of said amendment be deposited with the Executive Sec- 
eretary at least two months before the meeting at which the 
said amendment is to be voted upon. Upon receiving a copy of 
the amendment, it shall be the duty of the Executive Secretary 
to cause it to be printed in THE JouRNAL of the Association at 
least one month before the meeting. At this meeting the Board 
of Trustees may revise the proposed amendment if necessary to 
secure conformity to this Constitution and By-Laws and shall 
then refer it to the House of Delegates for final action not 
later than the day prior to the end of the meeting. 


By-Laws 


ARTICLE XI.—AMENDMENTS 


Amend the Article by deleting Section 1 and substituting 
therefor the following: 

Sec. 1. These By-Laws may be amended at any annual or 
special meeting of the House of Delegates by a two-thirds vote 
of the accredited voting Delegates at such meeting, provided 
that the amendment shall have been filed with the Executive 
Secretary at least two months before the meeting at which the 
amendment is to be voted upon. Upon receiving a copy of the 
amendment, it shall be the duty of the Executive Secretary to 
cause it to be printed in THe JouRNAL of the Association at 
least one month before the meeting. At this meeting the Board 
of Trustees may revise the proposed amendment if necessary 
to secure conformity to this Constitution and By-Laws and 
shall then refer it to the House for final action not later than 
the day prior to the end of the meeting. 

Further amend the Article by deleting Section 2 and sub- 
stituting therefor the following: 

Sec. 2. The Articles of Incorporation of this Association 
may be amended by the adoption of a resolution by the Board 
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of Trustees setting forth the proposed amendment and directing 
that the amendment be submitted to a vote at a meeting of the 
House of Delegates, which may be either an annual or a special 
meeting. Written or printed notice setting forth the proposed 
amendment or a summary of the changes to be effected thereby 
shall be delivered not less than five nor more than forty days 
before the date of the meeting, either personally or by mail, by 
or at the direction of the President, or the Executive Secretary, 
or the officers or persons calling the meeting, to each delegate 
entitled to vote at such meeting. Written or printed notice shall 
include the printing of the amendment in the issue of THE 
JourNAL of the Association published not less than five days 
nor more than forty days before the date of the meeting. The 
proposed amendment shall be adopted upon receiving at least 
two-thirds of the votes entitled to be cast by the accredited 
voting delegates at such meeting. 


Proposed revision of the 


Constitution and By-Laws 


The House of Delegates in 1956 directed the President of 
the A.O.A. to appoint a joint House and Board committee to 
“make a careful study of the Constitution and By-Laws and 
make such recommendations to the Board of Trustees and the 
House of Delegates as would improve the function of this 
Association in its various activities.” 

The Committee, consisting of Drs. P. Ralph Morehouse, 
Lawrence C. Boatman, Edward M. Keller, Wesley B. Larsen, 
and George W. Northup, Chairman, after wide consultation 
with organizational leaders in the profession and careful study 
prior to and during a 2-day meeting, submits the following re- 
vised version of the Constitution and By-Laws for consideration 
by the Board of Trustees and the House of Delegates. 


Note: In the Proposed Revision of the Constitution and 
By-Laws set out below, brackets are used to identify material to 
be deleted and boldface type to identify material to be added. 


Constitution 


ARTICLE I.—NAME 


The name of this Association shall be the American 
Osteopathic Association. 


ARTICLE II.—OBJECTS 

The objects of this Association shall be to promote the 
public health, and the art and science of the osteopathic 
school of practice of the healing art; 

By maintaining high standards of osteopathic education 
and by advancing the profession’s knowledge of surgery, 
obstetrics and the prevention, diagnosis and treatment of 
disease in general; 

By stimulating original research and investigation; and 
by collecting and disseminating the results of such work for 
the education and improvement of the profession and the 
ultimate benefit of humanity; 

That the evolution of the osteopathic principles shall be 
an evergrowing tribute to Andrew Taylor Still, whose orig- 
inal researches made possible osteopathy as a science. 


ARTICLE III.—[COMPONENT] DIVISIONAL SOCIETIES 


This Association shall be a federation of divisional so- 
cieties organized within state, provincial or foreign country 
boundaries, [and of such other territorial, local or auxiliary 
organizations, and lay organizations as shall hereafter be 
authorized by the By-Laws.] 

[Such divisional societies or other organizations, upon 
application,] which may be chartered by this Association as 
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provided by the By-Laws, and all such organizations or 
divisions now a [component] constituent part of the Ameri- 
can Osteopathic Association are declared to be chartered 
as federated units of this Association. 


ARTICLE IV.—AFFILIATED ORGANIZATIONS 


Affiliated organizations may be organized in conformity 
with the By-Laws of this Association. 


ARTICLE [IV] 


The membership of this Association shall consist of 
[the present members of the American Osteopathic Associa- 
tion] doctors of osteopathy and of such others [as shall be 
elected in the manner] who have met the requirements as 
prescribed by the By-Laws of the American Osteopathic 
Association. 


V.—_MEMBERSHIP 


ARTICLE [V] VI—HOUSE OF DELEGATES 


The House of Delegates shall be the legislative body 
of the Association and shall [represent] exercise the dele- 
gated powers of the divisional societies in [national] the 
affairs of this Association and shall perform such othe: 
functions as are defined in the By-Laws. The House oj 
Delegates shall consist of delegates elected by the divisiona! 
societies and other authorized units, the elected officers and 
trustees of the Association and of such other members as 
may be provided [by] for in the By-Laws, but only dele- 
gates of divisional societies shall have a vote, or privilege 
of motion. 

[The officers and trustees of the Association shall be 
members of the House, but without vote or privilege of mo- 
tion. The Speaker shall be the presiding officer and in his 
absence the Vice Speaker shall preside.] Each divisional 
society shall be entitled to one Delegate [and] plus one ad- 
ditional Delegate for each one hundred [(or fraction of 
three-fourths thereof) of the number of] of regular mem- 
bers of [the] this [American Osteopathic] Association lo- 
cated in the [territory] area represented by that divisional 
society, provided that if there are seventy-five or more un- 
represented regular members of this Association in the 
area of that divisional society it shall be entitled to one 
additional delegate. 

The presiding officer of the House of Delegates shall 
be the Speaker and in his absence or at his request, the 
Vice Speaker shall preside. 


ARTICLE [VI] VII.—OFFICERS 


The elected officers of this Association shall be the 
President, President-Elect, First Vice President, Second 
Vice President, Third Vice President, [Executive Secre- 
tary,] and Treasurer [, Business Manager and Editor]. 
They shall be elected annually by the House of Delegates 
for a term of one year, or until their successors are elected 
and installed. The President-Elect shall automatically suc- 
ceed to the Presidency upon his installation, during the an- 
nual convention [next succeeding] following his election to 
the office of President-Elect. 

In the case of inability upon the part of the President 
to serve during the term of office for which he has been 
[s]elected, his office and duties shall devolve upon the Vice 
Presidents in the order of their [election] designation. 

[A President-Elect, a First Vice President, a Second 
Vice President and a Third Vice President shall be elected 
annually by the House of Delegates to serve for one year. 
or until their successors are elected and installed.] The ad- 
ministrative officers shall be an Executive Secretary, [a] an 
Assistant Treasurer, a Business Manager, and an Editor 
who shall be [elected] appointed by the Board of Trustees 
and employed to serve for such term as the Board shall 
define. The duties of these officers shall be those usual to 
such officers in their respective offices and such others as 
are defined in the By-Laws. The Executive Secretary shall 
be the Secretary of the Association. 


ARTICLE [VIT] VIII.— 
BOARD OF TRUSTEES AND EXECUTIVE COMMITTEE 


The Board of Trustees of this Association shall consis! 
of the President, President-Elect, the Past Presidents for 
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the preceding two years, First Vice President, Second Vice 
President, Third Vice President, Treasurer and of fifteen 
other members, five of whom shall be elected annually by 
the House of Delegates to serve for three years. The Board 
shall be the administrative and executive body of the Asso- 
ciation and perform such other duties as are provided by 
the By-Laws. 

The Executive Committee of this Association shall con- 
sist of the President, President-Elect, Immediate Past 
President, First Vice President, Treasurer, the chairman of 
the Department of Professional Affairs and the chairman of 
the Department of Public Affairs. 


[ARTICLE VIII.—SECTIONS] 


[Sections may be authorized from time to time by the 
Board of Trustees, on general divisions of the science of 
osteopathy. Sections may be dissolved by the Board for 
cause. ] 

ARTICLE IX.—MEETINGS 

The annual meetings shall be held at such time and 
place as may be determined by the House of Delegates, 
subject to change [but such time and place may be changed] 
by the Board of Trustees should necessity warrant. 

In selecting the convention city, the House may take 
action covering not more than five succeeding conventions. 


ARTICLE X.—AMENDMENTS 


This Constitution may be amended by the House of 
Delegates at any annual meeting by a two-thirds vote of 
the accredited voting Delegates at such meeting, provided 
that such amendments shall have been presented to the 
House and filed with the Executive Secretary at a previous 
annual meeting, [and that the Secretary] who shall [have] 
cause them to be printed in The Journal not less than two 
months nor more than four months [previous] prior to the 
meeting at which they are to be acted upon. 


By-Laws 


ARTICLE I.— 
DIVISIONAL [SOCIETIES, SECTIONAL], AFFILIATED AND 
AUXILIARY [ASSOCIATIONS] SOCIETIES 

Sec. 1. Any state, territorial, provincial or foreign os- 
teopathic [association] organization which may desire to 
become [or lay association wishing to form] a divisional 
society of the American Osteopathic Association and [to] 
be chartered as a [federated unit] divisional society of this 
Association, shall [make application] apply on a prescribed 
form, [and] submit evidence that its constitution, by-laws 
and code of ethics generally conform to those of this Asso- 
ciation, and maintain an organizational structure which shall 
generally conform to that of this Association. 

[Sec. 2. As a condition of such charter, divisional so- 
cieties shall obligate their officers to be the local officers 
of this Association in their territory and shall maintain 
bureaus and committees generally conforming to those of 
this Association, and these officers, bureaus and committees 
shall cooperate with the like officials of this Association to 
the fullest practical extent. ] 

[Sec. 3.] Upon such application [from any organization 
for charter as a divisional society, or auxiliary association, ] 
the Executive Secretary and the Board of Trustees shall 
investigate [such organization] and, [upon] finding satisfac- 
tory proof, [of a general agreement in policy and governing 
rules with those of this Association,] shall [issue such char- 
ter and make record of same] recommend to the House of 
Delegates that a charter by issued. The [Secretary] Asso- 
ciation shall not issue such a charter to more than one 
divisional society in [any] a given [state, territory, province 
or foreign country] area. [He shall then extend to the char- 
tered society the fullest possible cooperation as provided 
herein, and shall, from time to time, furnish them with such 
information and directions as shall best further the interests 
of both parties to the charter.] 

Sec. [4.] 2. Divisional societies may, within their own 
[jurisdiction] area, organize district societies whose rela- 
tionship to the divisional society shall in all respects con- 
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form to [those] that existing between the division and this 
Association. 

Sec. 3. Upon application from any organization for a 
charter as an affiliated organization, the Board of Trustees 
and the Executive Secretary shall investigate such organiza- 
tion and, upon satisfactory proof of a general agreement in 
policy and governing rules with those of this Association, 
shall recommend to the House of Delegates the issuance of 
such a charter. The Association shall not issue a charter 
to any organization which duplicates the function or pre- 
rogatives of any presently affiliated organization. 


ARTICLE II.—MEMBERSHIP 


Sec. 1. An applicant for regular membership in this 
Association shall be a graduate of a [recognized] college of 
osteopathy approved by the American Osteopathic Associa- 
tion, and shall make application upon the prescribed form 
with the endorsement of the secretary of the divisional so- 
ciety in the state, province, or foreign country in which the 
applicant resides. Applications shall be accompanied by the 
full amount of the dues for a year’s membership, such dues 
to be prorated for the [balance of] remaining months of the 
current fiscal year [then remaining] and the [remainder] 
balance of the payment to apply as part payment on dues for 
the succeeding year. The name of the applicant shall be 
published in THE JourNaAL of [this] the American Osteo- 
pathic Association. If no objections are received within 
thirty days, the Executive Secretary shall enroll the appli- 
cant as a regular members and notify the divisional officials 
of his action. If objection is filed within the specified time 
the Board of Trustees shall make full investigation and take 
such action as [their] its findings warrant. 

Sec. 2. A member whose dues shall remain unpaid for 
three months shall become suspended and his name shall be 
dropped from the mailing list of THE JouRNAL, until such 
time as he is properly reinstated. He may be reinstated 
before the expiration of six months (December 1) by pay- 
ment of his dues, or, if later, by applying as a new member. 

Sec. 3. A regular member may become a life member 
after fifteen consecutive years [active] of regular member- 
ship, immediately preceding application, upon payment of 
the sum of nine hundred dollars ($900.00) [a regular mem- 
ber may become a life member. Said] This sum shall be 
invested in a permanent fund and the accrued interest there- 
from placed in the general fund of the Association. Such 
life membership shall not exempt the holder thereof from 
the maintenance of [active] regular membership in his di- 
visional society or from assessments levied by this Associa- 
tion. Life membership shall be conferred on [all] each Past 
President[s] upon conclusion of his term of office. 

Sec. 4. Upon the recommendation by official action of 
[a] his divisional society, a member who has reached the age 
of seventy-five, or who has completed fifty years of osteo- 
pathic practice, whichever comes first, and who has been in 
good standing for twenty-five consecutive years immediately 
preceding, may be elected by the Board to Honorary Life 
Membership. Such members shall have the privileges and 
duties of regular members but shall not be required to pay 
dues or assessments. 

Sec. 5. By specific action of the Board of Trustees, or 
its Executive Committee, associate memberships may be 
granted to [(not to doctors of osteopathy nor to students in 
osteopathic colleges)] teaching, research, administrative, or 
executive employees of approved osteopathic colleges or of 
osteopathic hospitals approved by the Association for intern 
teaching, and to administrative employees of this Associa- 
tion or of affiliated organizations or of divisional societies, 
excepting doctors of osteopathy and students in osteopathic 
colleges. Such associate members shall not be required to 
pay dues or assessments. They shall have the right to sub- 
scribe to the Association’s publications at a rate to be fixed 
by the Board. Associate members shall not be eligible to 
membership in the House of Delegates or the Board of 
Trustees, nor to hold any [of the] elective office[s] of this 
Association [the incumbents of which are selected by the 
House of Delegates]. Special listing in the annual Directory 
shall be provided. 

Sec. 6. [Junior] Student membership status may be 
granted to any undergraduate student in an approved col- 
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lege of osteopathy, upon endorsement of his application by 
the president or dean of the college, or to any graduate of 
an approved college of osteopathy serving as an intern who 
[must] is required to show evidence of an approved intern- 
ship before receiving his diploma. The application of such 
graduate shall be endorsed by the superintendent or gov- 
erning body of the hospital in which he is pursuing his 
internship. 

Each [Junior] student member shall receive such publi- 
cations and other literature except the Directory as may be 
directed by the Board of Trustees or the House of Dele- 
gates. 

[Junior] Student members shall not be eligible to hold 
office or to vote in the affairs of the American Osteopathic 
Association, nor sltall such membership apply toward satis- 
fying the qualifications for certification in a specialty. 


ARTICLE [IV] III—FEES AND DUES 


Sec. 1. The annual dues of regular members of the As- 
sociation shall be seventy-five dollars ($75.00), payable in 
advance to the Treasurer on or before June 1, the beginning 
of the fiscal year. 

[For] Each additional regular member of an imme- 
diate family practicing together from the same office 
[, he or she] may receive, concurrently, full membership 
privileges in return for an additional payment of an amount 
equal to fifty per cent (50%) of the annual dues of regular 
members, except that in such cases only one copy of each 
issue of THE JOURNAL OF THE AMERICAN OSTEOPATHIC Asso- 
CIATION, THE Forum or OsteopaATHY, and HEALTH—an Osteo- 
pathic Publication, shall be provided. 

Dues for regular members during the first, second and 
third years, immediately after graduation, shall be five dol- 
lars ($5.00) for the first year, twenty dollars ($20.00) for 
the second year, and thirty-seven dollars and fifty cents 
($37.50) for the third year [; ie., all graduates from an 
A.O.A. approved college]. Each member shall be entitled 
to only one first, second, and third year practice rate [of 
five dollars ($5.00), twenty dollars ($20.00), and thirty- 
seven dollars and fifty cents ($37.50).] 

Dues for regular members serving an internship or resi- 
dency in a hospital approved for intern or residency train- 
ing by the American Osteopathic Association shall be five 
dollars ($5.00) per year during internship and twenty dol- 
lars ($20.00) per year during residency training, regardless 
of when served. Authentication of internship or residency 
by the superintendent of the hospital must accompany the 
remittance of dues. 

Dues for regular members engaged in full-time fellow- 
ship training approved by the American Osteopathic Asso- 
ciation shall be twenty dollars ($20.00) per year during the 
period of [such] fellowship training. [Such] A full-time 
fellowship is defined as a course formally conducted in the 
Colleges or graduate schools of the Colleges, occupying the 
entire time of the fellow. Said fellow is to be registered as 
a student in the College and assigned to the respective de- 
partment head for conduct of formal program. 

Upon recommendation by the Committee on Member- 
ship Approval, the Board of Trustees, or its Executive 
Committee, may remit a part of the annual dues for mem- 
bers located in foreign countries. 

Upon recommendation of the Committee on Member- 
ship Approval, the Board of Trustees, or its Executive 
Committee, may remit a part or all of the annual dues of a 
member[s] in good standing who, [due to] because of 


physical disability, maintains a limited practice or no prac-. 


tice. For just cause, properly authenticated, similar action 
may be taken by the Board of Trustees or its Executive 
Committee in regard to regular members not otherwise 
specifically covered by other provisions of this article. 

[Junior] Student members shall pay annual dues in an 
amount to be set by the Board of Trustees, but such dues 
shall not be more than five dollars ($5.00) [payable in ad- 
vance to the Treasurer on or before June 1, the beginning 
of the fiscal year]. They shall not be liable for any assess- 
ment levied. 

Sec. 2. To meet emergencies the Board of Trustees 
may levy such assessments as may be necessary, provided 
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that the total of such assessments in any one year shall 
not exceed the amount of the annual dues. Failure to pay 
such assessments shall incur the same penalty as failure to 
pay dues. 

Sec. 3. Each regular member shall pay of his annual 
dues the sum of $10.00 as a year’s subscription to THE 
JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION and be 
furnished a copy of each issue of the periodical. 

Sec. [5.] 4. Each regular member shall pay of his an- 
nual dues the sum of $1.00 as a year’s subscription to THE 
Forum or OsteopatHy and be furnished a copy of each issue 
of the periodical. 

Sec. [4.] 5. Each regular member shall pay of his an- 
nual dues the sum of $1.00 as a year’s subscription to 
HeEALtH—An Osteopathic Publication, and be furnished a 
copy of each issue of the periodical. 


ARTICLE [III] IV.—CODE OF ETHICS 


Sec. 1. The House of Delegates shall establish a Code 
of Ethics for the information and guidance of the members. 
Members of the Association, in their daily conduct, shall 
comply [, in their daily conduct,] with the provisions of the 
Code of Ethics. The Code shall cover duties of physicians 
to patients, duties of physicians to other physician and to 
the profession at large [and to the other members thereof, ] 
and responsibilities of physicians to the public. 

The House of Delegates shall not adopt any provisions 
of the Code of Ethics which may be in conflict with the 
Constitution or By-Laws of the Association. 

Sec. 2. The Code of Ethics may be amended by the 
House of Delegates at any annual meeting [of the House] 
by two-thirds vote of the accredited voting delegates at 
such meeting provided a copy of [said] the proposed 
amendment be deposited with the Executive Secretary at 
least 60 days before the annual meeting at which [the said 
amendment] it is to be voted upon. It shall be the duty 
of the Executive Secretary to have the proposed amend- 
ment published in THE JourNAL of the Association not later 
than one month before the annual meeting at which the 
amendment is scheduled for consideration. 


TICLE V.—HOUSE OF 
DELEGATES: METHODS OF ELECTION AND DUTIES 

Sec. 1. The Executive Secretary of this Association 
shall furnish to the secretary of each divisional society, 75 
days before the first day of the annual meeting of the House 
of Delegates, [and not again until 75 days before the next 
annual meeting of the House of Delegates,] a statement of 
the number of regular members of this Association located 
in the [territory] area represented by that divisional society. 

Based on that statement, each divisional society shall 
select, in a manner prescribed by its Constitution and By- 
Laws, the number of Delegates (and their Alternates) to 
the House of Delegates of this Association to which [said 
divisional society] it is entitled under the provisions of the 
Constitution of the American Osteopathic Association. 
[Such] Delegates and Alternates must be regular members 
in good standing of this Association and of the divisional 
societies which they represent. Delegates (and their Alter- 
nates) shall serve during the annual meeting of the House 
of Delegates and during the interim between annual meet- 
ings or until their successors are elected. The secretary of 
each divisional society shall certify its Delegates and Alter- 
nates to the Executive Secretary of this Association in 
writing or by wire at least 30 days prior to the first day of 
the annual meeting of the House of Delegates. 

Sec. 2. In the event that any state, provincial or foreign 
osteopathic association does not become a chartered divi- 
sional society, the regular members of this Association in 
that jurisdiction, at a regularly called meeting, may elect 
or appoint one Delegate as their representative in the 
House, and such Delegate shall be accredited in the same 
manner and have the same privileges as those of [the] a 
divisional society. 

Sec. [5.] 3. (from Article X) The Committee on Creden- 
tials shall consist of three or more members appointed by 
the President and it shall be the[ir] duty of the Committee 
to receive and validate the credentials of the Delegates to 
the House and to report all Delegates entitled to be seated 
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in the House. [Sec. 5.] The Executive Secretary shall fur- 
nish the Credentials Committee a list showing the number 
of Delegates to which each [organization] divisional so- 
ciety is entitled. In case any organization has selected more 
than its legal representation, the Executive Secretary shall 
drop surplus names from the list, beginning at the bottom, 
and shall notify the [organization] divisional society of his 
action. 

Sec. [3.] 4. A delegate having been seated shall remain 
the accredited delegate throughout the meeting. In the 
event that an accredited delegate has [fails] failed to qualify 
and assume his seat when the House convenes on the sec- 
ond day of the meeting, his accredited alternate may be 
seated. If a delegate, having been seated, finds himself un- 
able to be present on account of physical disability or other 
cause acceptable to the House [to be present,] his alternate 
may be seated for that roll call period and shall continue 
as delegate until [and if] the previously seated delegaie 
shall return for duty at a subsequent roll call. In that case 
the alternate delegate who has been seated may, by direc- 
tion of the House, be dropped from the roll and the pre- 
viously seated delegate shall return to his seat in the House. 

Sec. [4] 5. Each Delegate [from a divisional society, 
provincial or foreign association] shall have one vote in the 
House except[ing only] when one-fourth of the members 
present shall call for the yeas and nays on any question, 
{in which event] the Executive Secretary shall, before any 
other motion can be made, call the roll by divisional [, pro- 
vincial or foreign] societies and enter the yeas and nays 
in the record. In recording such vote each divisional so- 
ciety shall be given one vote for each twenty regular mem- 
bers of the American Osteopathic Association located in the 
[territory] area represented by that divisional society, as 
certified to [60] 75 days before the annual meeting of the 
House of Delegates under the requirements of Section 1 of 
this article, and such votes may be cast by any one of the 
delegation then seated or divided among the various mem- 
bers of the delegation as the delegation in caucus shall 
decide. 


[ARTICLE VI.—MEETINGS AND SESSIONS] 


[Sec. 1. There shall be a general session of those mem- 
bers of the Profession registered at the convention during 
the first day of the annual convention, which session shall 
be devoted in part to the President’s address and any other 
addresses, necessary reports and announcements. Other 
general sessions of those registered may be held during the 
convention as arranged by the Bureau of Conventions or on 
call of the President.] 


Sec. [2.] 6. The House of Delegates shall meet coinci- 
dent with each annual convention of the Association, except 
that the House may and shall convene earlier for such [an- 
nual] meeting upon call of the President. If no regular 
annual convention of the Association shall be held in any 
year, the President shall call a meeting of the House of 
Delegates to be held during June, July or August of that 
year and the Executive Secretary shall [so] inform the 
[member of the House of] certified Delegates at least thirty 
days before [such annual] this meeting [of the House of 
Delegates]. Special sessions of the House of Delegates 
may be called by the President. [In such call] The Dele- 
gates shall be given at least two weeks’ notice and the ob- 
ject or objects shall be stated in the call. 

The Speaker of the House of Delegates shall be [the] 
its presiding officer [in the House of Delegates.] He shall 
vote only in case of a tie. [If the Speaker of the House is 
absent from a session,] The Vice Speaker shall preside over 
the House of Delegates in the absence of or at the request 
of the Speaker and assume all duties of the Speaker. 

Sec. [3.] 7. No new business shall be introduced on the 
last day of the meeting of the House of Delegates except by 
unanimous consent of those members present and all actions 
of the House [of Delegates] regarding such new business 
shall be adopted only by unanimous vote of those present. 

Sec. [4.] 8. One third of the [voting members] ac- 
credited delegates of the House [of Delegates] shall consti- 
tute a quorum. 

Sec. [5.] 9. The meetings of the House of Delegates 
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and of all other bodies of this Association shall be governed 
by “Robert’s Rules of Order Revised,” except in such in- 
stances as are specifically provided for in the Constitution 
and By-Laws of the Association or in the order of business 
which may be adopted from time to time. The order of 
business and any special rules adopted at the beginning of 
the meeting shall govern the procedure unless unanimously 
suspended. 


ARTICLE [VII] VI.—ELECTIONS 


Sec. 1. Nomination of all Officers and Trustees of this 
Association, and nomination of the Speaker and Vice Speak- 
er of the House of Delegates excepting nomination of those 
otherwise provided for in the Constitution [and By-Laws] 
shall be a regular order of business in the House of Dele- 
gates [during the sessions] on the third day of the annual 
meeting of the House [of Delegates and]. Election of such 
Officers and Trustees as are elected by the House of Dele- 
gates shall take place during the fourth day of [such] the 
annual meeting. Nominations [for the various offices and 
trusteeships] may be made from the floor immediately pre- 
ceding the balloting [for such office or trusteeship]. Nomi- 
nating speeches shall [be made from the floor and shall] 
not exceed two minutes. All elections shall be by ballot 
except as hereinafter provided in this section and a majority 
of all votes cast shall be necessary to elect. In recording 
such vote, each divisional society shall be given one vote 
for each twenty regular members of the American Osteo- 
pathic Association located in the [territory] area represent- 
ed by that division and such votes may be cast by any one 
of the delegation then seated or divided among the various 
members of the delegation as the delegation in caucus shall 
decide. If there shall be but one nominee for a given office 
or trusteeship it shall be the duty of the secretary to cast 
the elective ballot for that nominee. The Speaker and Vice 
Speaker of the House shall be elected to serve for one year 
or until their successors are elected and installed. Their 
terms of office shall begin with the convening of the next 
annual meeting of the House of Delegates. 

Membership in both the A.O.A. [and in the] his divi- 
sional society [of the geographical location in which the 
member practices] shall be a requisite for qualification for 
any officer or for any member of any department, division, 
bureau or committee of the Association, however selected, 
if the incumbent shall be a Doctor of Osteopathy. 

Sec. 2. All business of the annual meeting shall be 
completed so far as is practicable by the officers who have 
served throughout that meeting. The officers-elect shall be 
installed [on the last day of the meeting] as the final order 
of business and shall assume the authority of their respec- 
tive offices upon adjournment of the meeting. 


ARTICLE [IX] VII—DUTIES OF BOARD OF TRUSTEES 


Sec. 1. The Board of Trustees shall [transact all the 
business] direct the management of the affairs of the Asso- 
ciation between annual meetings. It shall meet coincident 
with the annual meeting[s] of the Association and at other 
times on call of the President, [and] shall make all arrange- 
ments for the annual meetings, [and] shall appoint all 
standing and special committees not otherwise provided for 
in these By-Laws, and [shall] may fill by appointment any 
vacancy occurring in its own membership or any other 
elective office until the time of the next meeting of the 
[Association] House of Delegates. A quorum of the Board 
shall be a majority of the members thereof. 

Sec. 2. The Board of Trustees shall [elect] appoint 
the Executive Secretary, the Assistant Treasurer, the Busi- 
ness Manager, and the Editor, and shall fix the amount of 
their salaries and the length of their terms of office. It shall 
have the responsibility of management of the finances of the 
Association and shall authorize and supervise, the House 
of Delegates concurring, all expenditures thereof. It shall 
appoint a certified public accountant to audit the [books] 
financial records of the [Executive Secretary and the Treas- 
urer| Association and certify to the accuracy of the state- 
ment of financial condition[s] of the Association [as sub- 
mitted to be reported at the annual meetings. It shall fix 
the duties of the Executive Secretary, Assistant Treasurer, 
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susiness Manager, Editor and all other officials, commit- 
tees, departments and bureaus, necessary to the proper exe- 
cution of the policies of the Association [dictated by the 
House of Delegates,] and not fixed by these By-Laws. 

Sec. 3. The Board shall provide for the publication of 
an official journal of the Association and such other publica- 
tions as are deemed necessary or shall be directed by the 
House of Delegates. 

Sec. 4. The Board shall [cause to be compiled and 
shall, from time to time as necessary, revise a] maintain 
and revise as necessary the Manual of Procedure. The 
general purpose of this Manual shall be to provide a handy 
reference book of concise statements of the duties of all 
officials, committees, departments, bureaus and employees 
of the Association, ‘to the end that there shall be no conflict 
of jurisdiction or duplication of effort. Copy of such Manual 
shall be furnished each [official of all allied] divisional so- 
ciety and [component societies] affiliated organizations as 
well as [those of the Association.] officers of the American 
Osteopathic Association and other groups or individuals as 
directed by the Board of Trustees of the Association. 

Sec. 5. The Board shall appoint from its own mem- 
bership, the [Chairman] chairmen of the Departments of 
Professional Affairs and of Public Affairs, who shall direct 
the activities of their respective departments. The Board 
shall appoint the chairmen and members of the various 
bureaus and committees under the departments and shall 
determine the duties and powers of such departments, [and| 
bureaus and committees not defined herein. The Board shall 
establish such other departments, [and] bureaus, divisions 
and committees as shall be necessary to further the [business 
and] policies of the Association as determined by the House 
of Delegates and shall appoint the chairmen and define the 
duties of such added departments, [and] bureaus, and com- 
mittees. 

Sec. 6. The Board shall have the power, after careful 
investigation and by a three-fourths vote, to remove any 
officer of this Association [for incompetency or failure to 
perform the duties of his office] when the best interests of 
the Association would be served thereby. 

Sec. 7. The Board of Trustees shall decide finally all 
questions of an ethical or judicial character. [and] It shall 
have investigated by the Committee on Ethics and Censor- 
ship all charges or complaints of violation of the Constitu- 
tion, By-Laws or Code of Ethics or of grossly unprofes- 
sional conduct of any member. [and] The Board shall have 
the power to censure, place on probation for not exceeding 
a three-year period, suspend for not exceeding a three-year 
period or expel a member, as the findings warrant. A mem- 
ber may be cited to appear before it bv the Board of Trus- 
tees or the Committee on Ethics and Censorship to answer 
charges or complaints of unethical or unprofessional con- 
duct. Upon the final conviction of any member of an of- 
fense amounting to a felony under the law applicable 
thereto, such member shall automatically be deemed ex- 
pelled from membership in this Association; a conviction 
shall be deemed final for the purposes hereof when affirmed 
by an appellate tribunal of final jurisdiction or upon expira- 
tion of the period allowed for appeal. 

If, because of a breach of the Code of Ethics, a mem- 
ber shall have been suspended or expelled from a divisional 
society [because of a breach of the Code of Ethics] by 
proper action of such divisional society, the Board of Trus- 
tees of this Association shall review the record of such 
decision. The decision may first be referred to the Com- 
mittee on Ethics and Censorship for recommendations. If 


the Board [of Trustees] shall concur in the action of the‘ 


divisional society, such member shall be suspended for the 
same period of time or expelled from this Association upon 
the same basis as in the decision of the divisional society. 

The Board [of Trustees] is authorized to adopt and 
amend from time to time in the manner directed by the 
Board a Guide for Administrative Procedure regulating 
the procedure applicable to matters involving violations of 
the Code of Ethics. 

Sec. 8. A minority of one-third or more members of 
the Board of Trustees present at any session may appeal 
to the House of Delegates from the decision of the majority 
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on any question at the current meeting. 

Sec. 9. The Executive Committee shall transact the 
business of the Board of Trustees between meetings [and 
shall present to the Board of Trustees at each annual meet- 
ing a budget of expense with an estimate of income as a 
guide for the budget to be adopted by the Trustees]. 

No appropriation shall be made by the House of Dele- 
gates except upon recommendation of the [Executive] 
Finance Committee approved by the Board of Trustees, 
and all resolutions, motions or otherwise, having for their 
purpose the appropriation of funds shall first be referred 
without discussion to the Finance Committee of the Board 
of Trustees [or the Executive Committee]. An adverse 
ruling on such motions may be overruled by a three-fourths 
vote of the House of Delegates. 


ARTICLE VIII.—DUTIES OF OFFICERS 


Sec. 1. The President shall preside at all meetings of 
the Association except the meetings of the House of Dele- 
gates and shall perform the duties usually pertaining to his 
office. He shall be the chairman of the Board of Trustees 
and of the Executive Committee. He shall nominate, sub- 
ject to approval by the Board of Trustees, all appointive 
officers, unless otherwise specified in the By-Laws and in 
accordance with the directives contained in the Manual of 
Procedure or as established by the Board of Trustees or 
the House of Delegates. 

Sec. 2. The Vice Presidents, in the order of their [elec- 
tion] designation and in the absence or at the request of 
the President, shall perform the duties of that office, [etc.]. 

Sec. 3. The Speaker or the Vice Speaker of the House 
of Delegates shall perform such duties as custom and par- 
liamentary usage require. [He] The Speaker shall, with 
the approval of the House, appoint reference committees 
of the House to perform the functions for which they are 
created. [The Speaker of the House] He shall have such 
other duties and privileges as may be assigned to him by 
the House of Delegates, which privileges and duties shall 
not be in conflict with the privileges and duties assigned by 
the Constitution and By-Laws to other officers of the 
Association. 

Sec. 4. The Treasurer shall be the Chairman of the 
Committee on Finance. He shall be responsible for the prep- 
aration and presentation of the annual budget and financial 
reports to the Board of Trustees and the House of Dele- 
gates. He shall be an ex-officio member of the Board of 
Trustees. 

[Sec. 3. (a) The Executive Secretary shall be the ex- 
ecutive and recording secretary of the Association, and shall 
cooperate with the Treasurer, the Business Manager and 
the Editor in the conduct of the affairs of the Association 
under the President and the Board of Trustees. He shall 
cooperate with the chairmen of departments in the execu- 
tion of the policies of the Association as outlined by the 
House of Delegates.] 

Sec. 5. (a) The Executive Secretary shall be the chief 
administrative officer of the Association and the executive 
director of Central Office. He shall be the executive and 
recording secretary of the Association. He shall counsel 
with the other administrative officers and with the heads of 
departments in Central Office to produce the greatest pos- 
sible cooperation and efficiency in the conduct of the affairs 
of the Association under the President and the Board of 
Trustees. He shall cooperate with the chairmen of various 
agencies of the Association in the execution of the policies 
of the Association as outlined by the House of Delegates. 
[(e) In general,] It shall be his duty to coordinate the work 
performed by the various departments, bureaus and com- 
mittees of the Association [to the maximum efficiency]. 

(b) He shall direct the joint activities of the Associa- 
tion and the divisional societies as provided by the By- 
Laws, and may select one or more of the trustees, or like 
officers of the divisional societies, to assist him in this work 
in their respective [territories] areas. 

[(d)] (c) He shall [conduct] be responsible for the 
correspondence of the Association and shall keep [an] 
accurate record of the proceedings of the House of Dele- 
gates and the Board of Trustces. 
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[(e)] (d) He shall [assist] be responsible for the su- 
pervision of assistance to the divisional societies in [legisla- 
tive] all matters according to the [policy] policies laid 
down by [this] the Association [, he shall execute the] and 
for the supervision of the excution of plans of the Associa- 
tion with regard to colleges, affiliated organizations and 
[auxiliaries, sectional associations, college inspection and 
student] campaigns. 

[(£)] (e) He shall keep on file an accurate record of 
all transactions of his office, which shall at any time be 
subject to examination by the President or the Board of 
Trustees, shall make an annual report to the House of Dele- 
gates and [Trustees] Board, and shall perform such other 
duties as are prescribed by the Board [of Trustees,] not in 
conflict with the Constitution and By-Laws of this Associa- 
tion. 

(f) (From Sec. 5 (b)) He shall be the statistical offi- 
cer of the Association, and shall have charge of the archives, 
including legal, historical and scientific records of value to 
the Association. 

(g) He [shall be] is authorized to [employ or enlist] 
provide such assistance as is necessary for the proper con- 
duct of [his] the Central office, subject to the [regulations] 
directives of the Board of Trustees, and at the expiration of 
his term shall deliver to his successor all property and 
papers pertaining to his office. He shall file bond with such 
surety company and in such amount as the Board of Trus- 
tees shall determine. 

Sec. [4.] 6. (a) The Assistant Treasurer shall have 
charge of the funds and assets of the Association, [cooperat- 
ing] cooperate with the [Executive Secretary,] Editor and 
Business Manager under the direction of the [President 
and the Board of Trustees] Executive Secretary and Treas- 
urer, and [shall] disburse such funds only [under the direc- 
tion of and] in the manner prescribed by the Board of 
Trustees. 

(b) He shall be responsible for the collection of fees 
and dues as provided in these By-Laws; shall cooperate with 
like officers of the divisional societies and may delegate them 
to assist him in their respective societies. 

(c) He shall keep on file accurate records of the trans- 
actions of his office which shall at all times be subject to 
examination by the [officers or] the Board of Trustees. 
Under the direction of the Executive Secretary and the 
Treasurer, he shall [make] prepare reports quarterly [to] 
for the Board of Trustees and annually [to] for the House 
of Delegates and the Board [of Trustees], and at the ex- 
piration of his term of office shall deliver to his successors 
or to the Board [of Trustees], or their assigned agent, all 
moneys, records and other property of the Association sub- 
ject to his jurisdiction. He shall perform such other duties 
as may be prescribed by the Board [of Trustees not incon- 
sistent] consistent with the Constitution and By-Laws of 
the Association. 

(d) He shall be [authorized to employ or enlist] pro- 
vided with such assistance as is necessary to the proper 
conduct of his office, subject to the [regulations] directives 
of the Board of Trustees through the Executive Secretary. 
He shall file bond in such surety company and in such sum 
as the Board [of Trustees] may determine. 

Sec. 5 (a) The Business Manager shall act as the Busi- 
ness Manager of the Association and its publications, and 
|cooperating] cooperate with the [Executive Secretary,] 
Editor and Assistant Treasurer under the [general] direc- 
tion of the [President] Executive Secretary and the Board 
of Trustees. 


(b) He shall be the advertising, production and circu- 
lation manager of the publications of the Association and 
manager of the commercial exhibits for the annual conven- 
tion. 


(c) He shall keep on file accurate records of the trans- 
actions of his office which shall at all times be subject to 
examination by the [Officers or] Executive Secretary and 
the Board of Trustees. He shall [make] prepare an annual 
report which shall be included in the report of the Execu- 
tive Secretary to the House of Delegates and the Board of 
Trustees, and at the expiration of his term of office shall 
deliver to his successor or to the Board [of Trustees] or 
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to its delegated agent, all moneys, records and other prop- 
erty.of the Association subject to his jurisdiction. He shall 
perform such other duties as may be prescribed by the 
Board [of Trustees not inconsistent] consistent with the 
Constitution and By-Laws of the Association. 

(d) He shail be [authorized to employ or enlist] pro- 
vided with such assistance as is necessary to the proper 
conduct of his office, subject to the [regulations] directives 
of the Board of Trustees through the Executive Secretary. 
He shall file bond in such surety company and in such sum 
as the Board of [Trustees] may determine. 

Sec. 6. (a) The Editor shall have the editorial direc- 
tion, in accordance with the established policies of the 
Board of Trustees and House of Delegates, of The Journal, 
{and] other periodical publications of the Association and 
of the Yearbook-Directory, [cooperating with] under the 
general supervision of the Executive Secretary, [the Busi- 
ness Manager and the Treasurer under the direction of the 
President and Board of Trustees] and shall cooperate with 
all departments of the Central Office. 

[(b) He shall be the statistical officer of the Associa- 
tion, and shall have charge of the archives, including legal, 
historical and scientific records of value to the Association. | 

[(e)] (b) He shall be [authorized to employ or enlist] 
provided with such assistance as is necessary to the proper 
conduct of his office, subject to the [regulations] directives 
of the Board of Trutees through the Executive Secretary. 


ARTICLE [X] IX.—DEPARTMENTS, BUREAUS, AND 
COMMITTEES 

Sec. 1. The Department of Professional Affairs shall 
include the Bureaus of Professional Education and Colleges, 
Hospitals, [and] Research, Professional Development, Con- 
ventions and Meetings, and the Council on Education. Com- 
mittees may be established by the House of Delegates or 
the Board of Trustees [so as] to carry out efficiently the 
work of the various bureaus [as outlined by the House of 
Delegates and/or the Board of Trustees]. The Department 
shall have general supervision over all Association activities 
directed toward the profession. [and] It shall be [charged] 
concerned with the investigation, classification and recogni- 
tion of the colleges of osteopathy, [and] shall report there- 
on to the Board of Trustees, and shall perform such other 
duties as may be [fixed] directed by the [Trustees] Board 
or House of Delegates. 

Sec. 2. The Department of Public Affairs shall consist 
of the Bureaus of Public Education on Health, Public 
Health on Safety, Industrial and Institutional Service, Busi- 
ness Affairs, and the Division of Public and Professional 
Service. Committees may be established by the House of 
Delegates or the Board of Trustees [so as] to carry out effi- 
ciently the work of the various bureaus [as outlined by the 
House of Delegates and/or Board of Trustees]. The De- 
partment shall have general supervision of all the Associa- 
tion activities directed toward the public and such other 
duties as may be [fixed] directed by the Board of Trustees 
or Houses of Delegates. 

The Bureau of Public Education on Health shall be 
composed of six members of the Association selected by 
the Board of Trustees, two to be appointed each year. [In 
constituting the first Bureau after the passage of this 
amendment, there shall be selected two members to serve 
for a term of one year, two members to serve for a term 
of two years, and two members to serve for a term of three 
years. Thereafter,] The term of office of each member shall 
be three years. Vacancies on the Bureau may be filled by 
the Board of Trustees for the unexpired term. 


The Division of Public and Professional Service shall 
be composed of a chairman [(approved in the regular man- 
ner by the Board of Trustees)], the President, and the Ex- 
ecutive Secretary, who shall constitute an Executive Com- 
mittee of the Division, and of such others as shall [from 
time to time] be [selected] appointed. This Division shall 
perform the duties [previously set forth] as established by 
the Board of Trustees and the House of Delegates [and 
such other duties as shall from time to time be assigned 
to it]. 

Sec. 3. The Department of Public Relations shall con- 
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sist of a chairman and four members [selected] appointed 
by the Board of Trustees, one member to be [selected]. ap- 
pointed from the Bureau of Public Education on Health 
and three from the membership at large. The chairman 
and the member [selected] appointed from the Bureau of 
Public Education on Health shall be [selected] appointed 
annually. The three members at large shall [be selected] 
serve for terms of three years each, one to be appointed 
each year. [except that in constituting the first Department 
after the passage of the amendment, there shall be selected 
one member to serve for a term of one year, one member 
to serve for a term of two years and one member to serve 
for a term of three years.] Vacancies in the Department 
shall be filled by the Board of Trustees for the unexpired 
terms. The Department shall be authorized to employ or 
enlist such assistance as is necessary for the proper conduct 
of its duties, subject to the approval of the Board of Trus- 
tees. The duties of the Department shall be to carry out 
the policies of the Association and the directives of the 
Board of Trustees [as hereinafter set forth]. The [Public 
Relations] Department of Public Relations shall confine its 
activities to matters having to do [with the profession’s 
contact] with Congress and the various United States Gov- 
ernment departments, bureaus and agencies, and the De- 
partment shall not expand its efforts to the assistance in 
[legislative] affairs in the various divisional societies, ex- 
cept [in so far as such assistance shall be extended in the 
way of] to provide information about, and interpretations of, 
[national] federal laws and rulings of government depart- 
ments, bureaus and other agencies. 

Sec. 4. The activities of all departments, [and] bureaus 
and committees shall, so far as possible, be executed [by or] 
in close cooperation with the Executive Secretary. [and] 
Upon the expiration of the terms of office of [chairman] 
chairmen and members of these departments, [or] bureaus 
or committees, all records [of the transactions] of the same 
shall be delivered by the chairmen to the Executive Secre- 
tary. All employed staff of departments, bureaus and com- 
mittees in the Central Office shall be under the jurisdiction 
of the Executive Secretary. 

[Membership in the Association and in the divisional so- 
ciety of the geographical location in which the member 
practices shall be a requisite for qualification for any officer 
and any chairman or member of any department, division, 


DEPARTMENT OF 


CHESTER D. SWOPE, D.O. 
hairman 


Bills in Congress 


> H.R. 5099—Mr. Anderson, of Montana. Amends Internal 
Revenue Code to permit amounts paid for institutional care of a 
disabled person to be deducted as medical expenses. 


H.R. 5194—Mr. Byrne, of Illinois. Amends Internal Rev- 


enue Code to increase personal exemption for dependent who 
is a student and whose educational expenses are paid by tax- 
payer. 

H.R. 5209—Mr. Patterson, of Connecticut. Amends Inter- 
nal Revenue Code to exempt nonprofit educational institutions 
from certain excise taxes. 

H.R. 5242—Mr. Metcalf, of Montana. Same as H.R. 5099. 

H.R. 5247—Mr. Teller, of New York. To provide a schol- 
arship loan program to assist individuals at all levels of educa- 
tion, from elementary school through institutions of higher 
learning. 
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bureau, or committee of the Association and for any other 
elected or appointed person within the operating mechanism 
of the Association, if the incumbent shall be a Doctor of 
Osteopathy. |] 


ARTICLE [XI] X.—AMENDMENTS 


Sec. 1. These By-Laws may be amended at any annual 
meeting of the House of Delegates by a two-thirds vote of 
the accredited voting Delegates at such meeting, provided 
[copy of said] that the amendment [be deposited] shall 
have been filed with the Executive Secretary at least two 
months before the annual meeting at which the [said] 
amendment is to be voted upon. Upon receiving a copy of 
[said] the amendment, it shall be the duty of the Executive 
Secretary to [have the same] cause it to be printed in THE 
JourNAL of the Association at least one month before the 
annual meeting. At this meeting the Board of Trustees 
may revise the proposed amendment if necessary to secure 
conformity to this Constitution and By-Laws and shall then 
refer it to the House for final action not later than the [last] 
day [but one] prior to the end of the meeting. 

Sec. 2. The articles of [association] incorporation 
[(which as used in these By-Laws will refer to the certifi- 
cate filed in order to organize this corporation pursuant to 
the laws of the State of Illinois)] may be amended by the 
House of Delegates at any annual meeting by a two-thirds 
[(2/3)] vote of the accredited voting delegates at such meet- 
ing subject to the following: 

(a) In case of any amendment which will, by the adop- 
tion thereof, incorporate in the articles of [association] in- 
corporation provisions which at the time appear as a part 
of the Constitution of the Association no notice need be 
given except that such amendment shall be proposed on one 
day of an annual meeting and the question of adoption 
thereof submitted on a later day of such annual meeting. 

(b) In case of any amendment not referred to in clause 
(a) above, the amendment shall be presented to the House 
of Delegates and filed with the Executive Secretary at a 
previous annual meeting [and the Secretary] who shall 
[have a copy thereof] cause it to be printed in THE JouRNAL 
of the Association, together with a statement of the presen- 
tation and filing thereof, not less than two [(2)] months 
nor more than four [(4)] months previous to the next an- 
nual meeting [at which it shall be voted upon]. 


PUBLIC RELATIONS 


H.R. 5249—Mr. Teller, of New York. Services to Older 
Persons Act. 

H.R. 5252—Mr. Teller, of New York. To provide loans to 
enable needy and scholastically qualified students to continue 
post-high-school education. 

H.R. 5303—Mr. Fino, of New York. Amends Social Se- 
curity Act to eliminate requirement that an individual must 
have attained the age of 50 to be entitled to disability insurance 
benefits. 

H.R. 5318—Mr. Bennett, of Florida. Amends Internal Rev- 
enue Code to allow deduction from gross income for certai 
amounts paid by a teacher for his further education. 

H.R. 5325—Mr. Fulton, of Pennsylvania. Self-Employed 
Individuals’ Retirement Act of 1957. 

H.R. 5326—Mr. Gubser, of California. Amends Internal 
Revenue Code to provide that amounts paid for medical and 
dental care of children under 6 years of age shall be deductible 
without regard to the limitations contained in the provision re- 
lating to medical expenses. 

H.R. 5390—Mr. Lipscomb, of California. Same as H.R. 
5318. 
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H.R. 5466—Mr. Elliott, of Alabama. Amends Internal Rev- 
enus Code to permit school teachers and administrators to de- 
duct expenses of attending classes to acquire additional training 
or education. 

H.R. 5469—Mr. Fino, of New York. Amends Internal Rev- 
enue Code to permit taxpayer to deduct tuition expenses paid 
by him for the education of his children. 

H.R. 5477—Mr. Jenkins, of Ohio. Same as H.R. 5318. 

H.R. 5479—Mrs. Knutson, of Minnesota. Provides for 
Federal student loans to assist students to pursue programs of 
higher education. 

H.R. 5642—Mr. Ashley, of Ohio. Provides scholarships 
for students in science and education at institutions of higher 
education. Also H.R. 5763. 

H.R. 5646—Mr. Burdick, of North Dakota. To prohibit 
experiments upon living dogs in the District of Columbia. 

H.R. 5684—Mr. Perkins, of Kentucky. Amends Internal 
Revenue Code for 30 per cent credit against individual income 
tax for amounts paid as tuition or fees in certain public institu- 
tions of higher education. 

H.R. 5877—Mr. Jennings, of Virginia. Amends Internal 
Revenue Code to allow taxpayer an additional income tax ex- 
emption for dependent who is a student and whose educational 
expenses are paid by such taxpayer. Same as H.R. 5194. 

H.R. 5880—Mr. McMillan, of South Carolina. Amends In- 
ternal Revenue Code to permit a taxpayer carrying on a trade 
or business in the conduct of which ten or less persons are en- 
gaged to elect to take a standard deduction, in lieu of itemized 
deductions, for expenses attributable to such a trade or business. 

H.R. 5966—Mr. Smith, of Virginia. Amends Act to regu- 
late optometry in the District of Columbia. 

H.R. 5995—Mr. Miller, of Louisiana. Same as H.R. 5966. 

H.R. 6076—Mr. Brooks, of Louisiana. Amends Internal 
Revenue Code to increase maximum deduction for medical ex- 
penses. 

H.R. 6088—Mr. Herlong, of Florida. 
dividuals’ Retirement Act of 1957. 

H.R. 6105—Mr. Teague, of California. Same as H.R. 5318. 

H.R. 6131—Mr. Dixon, of Utah. Same as H.R. 5318. 

H.R. 6141—Mr. Morrison, of Louisiana. Overseas Em- 
ployees Health and Medical Services Act. 

H.R. 6164—Mrs. St. George, of New York. To establish a 
United States Science Academy. 

H.R. 6191—Mr. Cooper, of Tennessee. Amends Social Se- 
curity Act to extend until July, 1957, period during which an 
application for a disability determination is granted full retro- 
activity. 

H.R. 6212—Mr. Porter, of Oregon. Provides national 
scholarships for college and university undergraduate study. 

H.R. 6242—Mr. Fascell, of Florida. Same as H.R. 5318. 

H.R. 6262—Mr. Perkins, of Kentucky. Permits veterans to 
accrue GI education benefits, until individuals may no longer 
he inducted for training and service in the Armed Forces. 

H.R. 6271—Mr. Udall, of Arizona. Same as H.R. 5318. 

H.R. 6287—Mr. Fogarty, of Rhode Island. Makes appro- 
priations for Departments of Labor and of Health, Education, 
and Welfare for fiscal year ending June 30, 1958. 

H.R. 6326—Mr. McIntosh, of Michigan. Same as H.R. 
5318. 

H.R. 6329—Mr. Riley, of South Carolina. Amends Hill- 
Burton Act to permit assistance to be furnished as loans instead 
of as grants. 

H.R. 6506—Mr. Harris, of Arkansas. To encourage the 
extension and improvement of voluntary health prepayment 
plans or policies. 

H.R. 6507—Mr. Wolverton, of New Jersey. Same as H.R. 
6506. 

H.R. 6548—Mr. Vinson, of Georgia. Amends the Univer- 
sal Military Training and Service Act to provide authority for 
the President to issue special calls for needed physicians and 
dentists and allied specialists for duty in the Armed Forces in 
lieu of calls under the so-called Doctor Draft Act, which is 
scheduled to expire July 1, 1957. 

H.R. 6602—Mr. Dorn, of South Carolina. To establish a 
commission to study the shortage of doctors of medicine in the 
United States. 

H.R. 6614—Mr. Wainwright, of New York. Same as H.R. 
5325. 
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H.R. 6687—Mr. Morrison, of Louisiana. Federal Em- 
ployees’ Health Insurance Act of 1957. 

S. 1209—Mr. Douglas, of Illinois, and others. Amends So- 
cial Security Act to further assist the States in extending aid 
for medical care to persons eligible for public assistance. 

S. 1228—Mr. Neuberger, of Oregon, and others. Estab- 
lishes a National Radiation Health Institute in the National In- 
stitutes of Health. 

S. 1237—Mr. Clark, of Pennsylvania, for himself, and Mr. 
Morse, of Oregon. Provides for national scholarships for col- 
lege and university undergraduate studies. 

S. 1275—Mr. Murray, of Montana, for himself, and Mr. 
Mansfield, of Montana. Permits amounts paid for institutional 
care of a disabled person te be deducted as medical expense. 

S. 1282—Mr. Case, of South Dakota. To provide educa- 
tional benefits to persons who perform service in the Armed 
Forces after January 31, 1955, while compulsory military serv- 
ice is required under existing laws of the United States. 

S. 1292—Mr. Johnson, of Texas. Establishes Automobile 
and Highway Safety Division within the Department of Health, 
Education, and Welfare. 

S. 1487—Mr. Humphrey, of Minnesota. To extend for 3 
years the Hospital Survey and Construction Act. 

S. 1551—Mr. Hennings, of Missouri. Similar to S, 1282. 

S. 1553—Mr. Fulbright, of Arkansas. Increases the au- 
thority of the Housing and Home Finance Agency for purposes 
of making loans for college housing. 

S. 1561—Mr. Hill, of Alabama. Amends Vocational Re- 
habilitation Act to remove the 2-year duration limitation on 
any course of study in physical medicine and rehabilitation fur- 
nished under such Act. 

S. 1563—Mr. Thurmond, of South Carolina, and others. 
Same as H.R. 5880. 

S. 1609—Mr. Capehart, of Indiana, for himself, and Mr. 
Sparkman, of Alabama. Housing Amendments of 1957, includes 
college housing. 

S. 1640—Mr. Wiley, of Wisconsin. Allows a teacher to 
deduct from gross income up to $600 a year of expenses iv- 
curred by him to further his education. 

S. 1650—Mr. Cooper, of Kentucky. Amends Sections 9 
and 40 of United States Employees’ Compensation Act to in- 
clude chiropractic practitioners. 

S. 1667—Mr. Humphrey, of Minnesota. To assist volun- 
tary nonprofit associations offering prepaid health service pro- 
grams to secure necessary facilities and equipment through 
long-term, interest-bearing loans. 

S. 1676—Mr. Scott, of North Carolina. Same as H.R. 5318. 

S. 1681—Mr. Hill, of Alabama, for himself, and Mr. Kerr, 
of Oklahoma. Authorizes loans for construction of hospitals 
and other facilities under the Hill-Burton program. 

S. 1695—Mr. Potter, of Michigan, and others. 
H.R. 5318. 

S. 1713—Mr. Bridges, of New Hampshire. Same as H.R. 
5318. 

S. 1724—Mr. Humphrey, of Minnesota. 
5318. 

S. 1727—Mr. Javits, of New York, and others. To estab- 
lish a program of Federal loans and loan insurance and encour- 
agement of similar State programs for the purpose of encour- 
aging and assisting individuals to obtain college education. 

S. 1731—Mr. Hill, of Alabama. To assist States in further 
development of their programs of general university extension 
education. 

S. 1750—Mr. Hill, of Alabama, for himself, and Mr. 
Smith, of New Jersey. To encourage the extension and im- 
provement of voluntary health prepayment plans or policies. 

S. 1797—Mr. Magnuson, of Washington. Allows deduction 
for expenses paid by taxpayer in obtaining a higher education 
or in providing a higher education for his spouse or children. 

S. 1810—Mr. Hruska, of Nebraska. Allows an individual 
who is a teacher, or who is a former teacher preparing to re- 
turn to teaching, to deduct from gross income expenses paid by 
him to further his education. 

S. 1811—Mr. Rivercomb, of West Virginia. Amends Social 
Security Act to clarify term “disability.” 

S. 1812—Mr. Rivercomb, of West Virginia. Amends So- 
cial Security Act to reduce the coverage requirements for eligi- 
bility for disability insurance benefits. 


Same as 


Same as H.R. 
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Social worker-educator heads 
Children’s Bureau 


P KATHERINE BROWNELL OETTINGER, Dean of the School of So- 
cial Work of Boston University since September, 1954, was 
named by President Eisenhower on March 25, 1957, to be Chief 
of the Children’s Bureau in the Department of Health, Educa- 
tion, and Welfare. 

Born in Nyack, New York, in 1903, she attended public 
schools in New York State and in 1925 was graduated from 
Smith College. She received her Master’s Degree from the 
Smith College School of Social Work the following year. 

Dean Oettingér was formerly a division chief in the Bu- 
reau of Mental Health, Pennsylvania Department of Welfare. 
Before that, she had served as a psychiatric social worker at a 
children’s treatment center in Scranton, Pennsylvania, and had 
been employed in child guidance and family welfare work in 
New York City. 

Mrs. Oettinger is married to Malcolm Oecettinger, retired 
businessman. They have two children, Malcolm, Jr., and John. 
She is the first Chief of the Children’s Bureau with children of 
her own. 


Fully insured status 


under OASI 


® IN CONNECTION WITH the charts of calendar quarters of cov- 
erage needed to be fully insured under OASI which were pub- 
lished in the September 1956 issue of the JourNAL A.O.A., a 
modified alternative primarily for those newly covered who had 
attained retirement age or would attain it or die within the next 
few years allows one to be fully insured if he has quarters of 
coverage after 1954 at least equal to the number of quarters 
elapsing after 1955 up to, but not including, the quarter in 
which retirement age is reached or death occurs, if earlier, and 
has at least 6 such quarters of coverage. The alternative applies 
only for those reaching retirement age between June 1954 and 
October 1960, or dying after March 1956 and before October 
1960. Those who attained retirement age before July 1954, by 
obtaining 6 quarters of coverage at any time, attain fully in- 
sured status. 


CAA physicals 


P UNDER CURRENT poLicies of the Civil Aeronautics Adminis- 
tration, any competent, licensed physician, including doctors of 
osteopathy, may give the physical examination for a student or 
private pilot who is an applicant for an original medical certifi- 
cate or for renewal of a medical certificate. 

On March 19, CAA published a proposed change of policy 
to require that the physical examination for original medical 
certificate be given only by an individual holding a CAA letter 
of designation. The physical examination for renewal of a medi- 
cal certificate, required every 2 years, could be made by a desig- 
nated medical examiner or by any competent, licensed physician. 

In practice, priority for selection as designated medical ex- 
aminer is given to doctors of medicine trained in aviation medi- 
cine. . 
As of January 1, 1956, there was a total of 723,695 civil 
air pilots in the United States, of whom 370,770 held current 
medical certificates. 

A requirement that all physical examinations be made by 
persons holding the degree of doctor of medicine is provided in 
identical civil aviation medical bills, S. 1045 and H.R. 4275, in- 


troduced respectively by Senator Warren G. Magnuson, of 
Washington, Chairman of the Senate Committee on Interstate 
and Foreign Commerce, and Congressman Oren Harris, of 
Arkansas, Chairman of the House Committee on Interstate and 
Foreign Commerce. Hearings on the Magnuson bill, S. 1045, 
were held the first week in April, during which the American 
Osteopathic Association offered testimony evincing a primary 
interest in aviation medicine and requesting equal recognition 
of the degree of doctor of osteopathy as a basic qualification 
for medical examiner. The A.O.A. testimony adverted to the 
fact that a considerable number of the profession are active in 
the medical service of the Civil Air Patrol, which is an officia! 
auxiliary of the Air Force. 


Doctor draft 


on APRIL 1, CONGRESSMAN Carl Vinson, Chairman of the 
House Armed Services Committee, introduced a bill propose: 
by the Department of Defense, H.R. 6548, to amend the Uni- 
versal Military Training and Service Act to provide authority 
for the President to issue special calls for needed physicians ani 
dentists and allied specialists for duty in the Armed Forces in 
lieu of calls under the so-called Doctor Draft Act, which is 
scheduled to expire July 1, 1957. This legislation if enacted wil! 
permit special calls for this category of personnel to be made 
from those persons who are otherwise liable for induction under 
the regular draft. 


Voluntary health insurance 


Pm A PROPOSED BILL designed to extend and improve voluntary 
health insurance coverage was sent to Congress by the Depart- 
ment of Health, Education, and Welfare on March 27, 1956, and 
was promptly introduced as S. 1750, H.R. 6506 and H.R. 6507. 

The bill, similar to one recommended by the administration 
last year, would permit smaller insurance companies and non- 
profit associations such as Blue Cross and Blue Shield to pool 
their resources in order to develop new or improved health in- 
surance plans or policies. 

Secretary of Health, Education, and Welfare Marion B. 
Folsom said that enactment of the bill should not be expected 
to result in immediate, widespread new advances but that it 
would be a further step in helping to encourage the development 
of improved policies and the extension of health coverage to 
more people. 

The bill cites protection against unusually severe or costly 
illness as one of the areas where greater progress is especially 
needed. Other specific needs cited by the bill are better coverage 
for older persons, for farmers and others in rural areas, for the 
self-employed and those who work in small plants, and for those 
who already have physical disabilities or impairments. 

It is contemplated that a variety of pools might be formed 
to meet special needs. Several organizations could jointly em- 
ploy a staff, such as statisticians, actuaries, or marketing ex- 
perts, to develop improved policies and methods of extending 
them to more people. Members of a pool could share in the 
risks of the expanded coverage, and each member would have 
the advantage of a wider range of information, study, and ex- 
perience than any one organization could obtain alone. 

The Secretary would be authorized to approve voluntary 
pooling arrangements after consultation with the Federal Trade 
Commission and the Attorney General, and with the approval of 
the latter. Conversely, the Secretary or the Attorney General 
would be empowered to withdraw approval of a pooling ar- 
rangement if it failed to operate in the public interest. 

The bill has a termination date 5 years after enactment. 
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Public health bills 
introduced in the 1957 sessions 
of the state legislatures 


> sOME OF THE MORE significant bills introduced in the state 

legislatures this year which are concerned with the public 

health and the licensing of physicians are abstracted below. 
ARIZONA 


H 218—MeEpDICAL EXAMINATION: Prohibits employers from 
requiring payment for medical examination or furnishing of 


records as condition of employment. 
ARKANSAS 


H 54—ScIENCE CERTIFICATE: An act, to provide that all 
physicians and surgeons licensed to practice in the state shall 
receive a basic science certificate. 

H 225—OsreopaTuy: Relating to the powers of the Board 
of Osteopathic Examiners. 

S 148—BusINEss LICENSE: Declares it a public nuisance 
to practice any profession without first procuring a license. 

COLORADO 


H 305—MEpIcAL PRACTICES: Concerns medical practices 
without license and amending subsection 13 of 91-1-17 CRS 
1953. 

S 354—Hospitrats: Provides for the accreditation, stand- 
ardization, and regulation of hospitals in Colorado for human 
use, 

S 368—MEnDIcAL PRACTICE ACT: Concerns “The Medical 
Practice Act of 1951” prohibiting the practice of panel medicine. 

CONNECTICUT 


H 2048—Coroner: Abolishing the office of coroner. 
DELAWARE 


H 47—Po to vAcciNE: To permit purchase of polio vaccine 


and administering the vaccine to any person in the state. 
EORGIA 


SR 62—OsTEOPATHIC PROFESSION: A resolution creating a 
committee to study the osteopathic profession. 
AHO 


H 154—Hosprirats: Exempts hospitals from the provisions 
of the physicians and surgeons licensing act. 


S 202—OstropaTHy: Creates a state board of osteopathy. 
LLINOIS 


S 63—Coroner: Amends section 10 of the coroner’s act. 
Defines “coroner’s case” in specific terms. Requires medical 
assistance in determining cause of death. Confirms legality of 
autopsies. 

S 305—MEDICAL PRACTICE: Creates commission to study 
problems involved in the administration of the Medical Practice 
Act. Appropriates $15,000. 

IOWA 

H 144—DeEpPARTMENT OF HEALTH: To reconstitute the De- 
partment of Health and set qualifications. 

S 380—Bopies: Permits revocation of agreement by person 
who has agreed to leave his body for scientific use after death. 
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DEPARTMENT OF PUBLIC AFFAIRS 


S 384—County HosPITAL: Permits lease of county hospi- 
tals. 

S 413—Coroner: Provides that County Coroner must be 
a physician. 

MARYLAND 

S 486—ANEsSTHETICS: Providing that persons administer- 

ing anesthetics shall be considered as practicing medicine. 
MASSACHUSETTS 

H 2882 (Reported on H 746)—X-RaAyY TECHNICIANS: Relat- 

ing to schools for the training of medical x-ray technicians. 
MICHIGAN 

H 286—DEPARTMENT OF HEALTH: To create a Department 
of Health and Hospitals. 

HCR 42—Hannicappep: A concurrent resolution providing 
for a continuance of the special committee of the Legislature 
created to study the problems relative to physically handicapped 
persons of all ages. 

S 1406—Pustic Hospitats: To provide for rules and regu- 
lations including the duties and qualifications of professional 
staff of public hospitals and subjecting a patient’s physician to 
such rules and regulations. 

S 1413—HospiraL InsuRANCE: To provide that no rates 
for nonprofit corporations organized for hospital purposes shall 
be approved if subscribers’ contracts exclude payment of benefits 
under terms of contracts for losses or expenses incurred in gov- 
ernmental hospital or agency. 

S 1426—PuysicaAL THERAPY: Relating to the practice of 
physical therapy, to provide for the examination, regulation, 
licensing, and registration of physical therapists and to provide 
penalties for violations. 

S 1429—We rare PLANS: A bill relating to employee wel- 
fare plans, to require registration of certain plans, to prescribe 
powers and duties of commissioner of insurance, and to provide 


penalties for violation of this act. 
MINNESOTA 


S 638—CouNTY coRONER: Amends Statutes 1953, Section 
382.01. Provides for the appointment of a county coroner. 
Must be licensed to practice medicine in this state. 

S 1158—OstropatHy: Creates an Interim Committee to 
study the practice of osteopathy and appropriates $30,000 for 


the purpose. 
MONTANA 


H 325—OsteopatHy: Regulating doctors of osteopathy. 

S 147—MenpicinE: Amending law on practice of medicine. 

S 179—MeEpicat PRACTICE: Relating to the examination and 
qualification of applicants to practice medicine and surgery. 

NEVADA 

A 15—SciENce tests: Amends Basic Sciences Act of 1951 
respecting time and waiver of examinations. 

A 488—TB x-rays: Provides for compulsory x-ray ex- 
aminations for tuberculosis. 

S 98—Coroners: Creates new division of autopsy exami- 


nation to replace coroners. 
NEW JERSEY 


A 370—Curropopists: To permit chiropodists to perform 
bone resections and treat fractures and dislocations of the foot. 
S 92—MEDICAL LICENSES: To require annual registration 
of holders of licenses to practice medicine and surgery. 
NEW YORK 


S 3400—MeEpIcAL To authorize attorney gen- 
eral to maintain action upon his own information or upon com- 
plaint against person who violates provision relating to practice 
of medicine, osteopathy or physiotherapy, and to provide for 


temporary injunction and restraining order. 
NORTH DAKOTA 


S 187—Coroners: Relating to county coroners. 

S 202—Curropractors: Provides for chiropractic prepa- 
ration scholarships for qualified residents of state who intend 
practice in the state. 
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OHIO 
H 912—Sak vaAccINE: To require city or general health 
district boards to provide for inoculation with Salk polio vac- 
cine, without cost, to all persons under 19 years or guardians 


who request it. 
PENNSYLVANIA 


S 136—MeEnicaL EDUCATION: To appropriate $150,000 to 
establish state scholarships at $2,500 a year for medical educa- 
tion in Pennsylvania. 

S 418—OsteopatHy : Changing provisions relating to quali- 
fications and licensing of osteopathic physicians and surgeons; 
defining the phrase “osteopathy and surgery”; specifying the 
power of the State Board of Osteopathic Examiners to adopt 


rules and regulations with respect to interns and hospitals. 
RHODE ISLAND 


H 1219—MeEpIcaAL PRACTICE: Substitutes 1 year in U.S. 
medical corps as an officer for 1 year of preprofessional college 


training as requisite to take examination in basic sciences. 
SOUTH DAKOTA 


H 718—Post-MorTEM EXAMS: Creating a Commission on 
Post-Mortem Examinations and the Office of Director of Post- 
Mortem Examinations, providing for the powers and duties 
thereof, with respect to investigations and post-mortem exami- 
nations, for the disposition of certain dead bodies and amplify- 
ing the duties of the county coroner. 


Current 


Intervertebral disc lesions 


P Dd. H. WERDEN, M.D., in the February 1957 issue of California 
Medicine describes a study undertaken to determine why there 
is a pronounced discrepancy between the clinical results of sur- 
gical treatment of intervertebral disc lesions and disability rat- 
ings given by the Industrial Accident Commission. He concludes 
that the difference must be due to excessive complaining and 
exaggeration on the part of the claimant and his representative 
before the commission referee and that undue credence and im- 
portance are given to these subjective symptoms as compared 
with the objective findings reported by the surgeon or physician. 
The belief that surgical decompression of a single nerve root 
by removal of a herniated or degenerated nucleus pulposus nec- 
essarily entails a certain degree of disability is not justified by 
the clinical results. For improvement of results and lowering 
of disability awards, the author recommends careful and de- 
tailed histories regarding the relation of the patient’s work to 
the disc lesion; consideration of the patient’s attitude, stability, 
and tolerance for pain; and accurate diagnosis, selection of 
patients, and proper surgical procedure, so that an attempt may 
be made to convince the various accident commissions that 
results are comparable in industrial and nonindustrial cases. 
On the basis of 205 cases of intervertebral disc injury 
treated conservatively, Merrill C. Mensor, M.D., also finds a 
pronounced disparity in results between the clinical results and 
the assumed permanent disability on industrial ratings. In these 


patients rest, support, rehabilitation exercises with and without - 


physical therapy, and manipulation comprised the treatment: 
When conservative treatment failed, laminectomy was done in 
56 cases (27 per cent), with 18 per cent of these patients 
recovering without permanent disability. In the 94 industrial 
cases in which conservative therapy including manipulation was 
used, 77 per cent of patients recovered without measurable per- 
manent disability. The author concludes that for patients with 
herniated intervertebral disc conservative treatment, including 
manipulation, should be tried first. Failure of this treatment in 
no way interferes with later operation. 

According to John G. Manning, M.D., there is no indica- 
tion for the combined operation—removal of protruded disc by 
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H 825—Basic sciences: Amends Section 27.0412 Supple- 
mental Code 1939, Relates to prosecution and license violators 


of basic sciences. 
TENNESSEE 


SJF 36—PsycnoLocy: Study conflict between medicine, 

surgery, and psychology. 
TEXAS 

S 208—Basic sciences: Relating to fees payable to the 
State Board of Examiners in the Basic Sciences by applicants 

SJR 11—Mepicat EpucaTIoN: Provides that the legisla- 
ture shall create a State Medical Examination Board and a 
State Medical Scholarship Fund for students who agree to 
practice in the state. 

VERMONT 

H 347—MeEpicat compact: To authorize the state of Ver- 
mont to enter into a compact with Maine and New Hampshire 
and to establish a tri-state regional medical needs board. 

WISCONSIN 

S 454—MeEpIcaL PRACTICE: A bill to amend 147.02 and 
327.18/1/ of the statutes relating to recording a certificate o! 
registration in the basic sciences. 

A 594—MaAcprRACTICE: To create 325.32 of the Statutes, re- 
lating to court appointment of experts in malpractice and negli- 
gence cases. 


Literature 


a neurosurgeon and then fusion by an orthopedist—as he be- 
lieves that the simple disc operation is satisfactory in the ma- 
jority of cases. The surgeon, whether orthopedic surgeon or 
neurosurgeon, should be able to diagnose herniation of a disc 
and administer both operative and nonoperative treatment. When 
neither orthopedist nor neurosurgeon is capable of diagnosing 
and treating all phases of disc disease, there is a poor doctor- 
patient relationship, loss of confidence, and probably a resultant 
higher award for partial permanent disability. 

Arthur Holstein, M.D., and Gwilym B. Lewis, M.D., report 
results of treatment of intervertebral disc lesions by laminec- 
tomy and fusion in 58 of their patients. Laminectomy was done 
in 50 cases and spinal fusion in 14. The proportion of accept- 
able results was somewhat higher than generally reported in 
such series. The 14 per cent poor results in the spinal fusion 
group is not considered high, in view of the fact that some of 
the cases involved litigation or compensation. There were no 
failures where these factors were not present. The authors con- 
clude that there is no great difficulty in dealing with cases of 
gross protrusion or frank extrusion and that the problems most 
often lie in treatment of “degenerative” conditions. Also, 
greater use of fusion in difficult cases, rather than laminectomy 
alone, could bring about acceptable results in cases in which 
the result would otherwise be poor. 


A modified spine brace 


> A SIMPLE BRACE, patterned after a back brace previously 
described by Arnold in 1937, has been designed primarily for 
immobilization or stabilization of the spine from the sacrum 
to the seventh thoracic vertebra by Robert C. Cornell, M.D. 
Writing in the December 29, 1956, issue of The Journal of the 
American Medical Association, the author states that he has 
used the brace for fractures of the thoracic spine distal to thie 
seventh thoracic vertebra, thoracic kyphosis caused by juvenile 
epiphysitis, rheumatoid spondylitis, and incorrect posture. It is 
particularly useful for patients recovering from bulbar polio- 
myelitis. The brace is constructed from measurements taken 
on a flexible jig, and all components are built to conform to 
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the body. It consists of a pelvic band molded to the sacrum 
and ending just beneath the anterior superior iliac spine. The 
upper circumferential band fits snugly against the upper back 
and varies greatly in contour depending on the degree of im- 
mobilization required. It extends anteriorly beneath the axillas 
and then curves upward to a wide flare that conforms to the 
anterior chest wall in the pectoral region. There are four up- 
right bars: two placed posteriorly 4 inches apart and the 
other two in the midaxillary line, one on each side. A light 
leather strap connects the anterior chest pieces. The lower part 
of the brace is held in place by a wide abdominal apron with 
four adjustable straps. 


Cerebral vascular insufficiency: 
An explanation of the 
transient stroke 


> IN THE DECEMBER 1956 issue of the 4.M.A. Archives of 
Internal Medicine, Eliot Corday, M.D., Sanford Rothenberg, 
M.D., and Stanley Martin Weiner, M.D., state that it has not 
been clearly recognized that transient focal cerebral signs are 
often explainable on the basis of generalized or localized cere- 
bral vascular insufficiency. A close analogy to the concept 
of acute cerebral vascular insufficiency is found in acute coro- 
nary insufficiency, in which there arises a disproportion be- 
tween coronary arterial blood flow and the requirements of 
the myocardium. Anginal pain, electrocardiographic changes, 
and occasionally heart failure result and persist until the ex- 
citing factor is corrected. It has been shown that an attack 
of coronary insufficiency, without actual coronary occlusion, 
may cause myocardial necrosis, especially if the coronary blood 
flow is not promptly restored to an adequate level. Likewise, 
cerebral vascular insufficiency, when systemic blood pressure 
is reduced, may give rise to focal cerebral phenomena, and 
although the signs and symptoms are reversible if cerebral 
blood flow is promptly restored, permanent cerebral damage 
may result if the condition is unrecognized or neglected. Sys- 
temic hypotension may occur suddenly in the course of many 
and diverse conditions. Focal cerebral phenomena, such as 
hemiplegia and hemisensory disturbances, are to be expected 
when localized vascular narrowing or occlusion by arterio- 
sclerosis or congenital anomaly is present when hypotension 
occurs. The authors conclude that under conditions of systemic 
hypotension or reduced cardiac output the collateral circulation 
of the brain fails to supply the requirements of cerebral tissue, 
whose arterial flow has been previously compromised. In the 
differential diagnosis of cerebral vascular accidents, the clinician 
must add cerebral vascular insufficiency to cerebral vascular 
hemorrhage, cerebral vascular thrombosis, cerebral embolus, 
and cerebral vascular spasm. 


The diagnosis and 
treatment of spina bifida 


> accorDING To F. Miles Skultety, M.D., in the December 
1956 issue of Postgraduate Medicine, of all developmental ab- 
normalities of the central nervous system, spina bifida is the 
most frequently seen by the general practitioner. Abnormalities 
classified as spina bifida occulta are those in which fusion de- 
fects of the spinal column occur without protrusion of intra- 
spinal contents through the defect. Defects in the neighboring 
tissues of mesodermal origin, such as angiomas, lipomas, ab- 
normal tufts of hair, or skin dimples, are frequently associated. 
These may be the only presenting symptom. If no neurologic 
defect is found, no further diagnostic procedures are indicated. 
A neurologic deficit is often discovered when sphincteral dis- 
turbances occur during toilet training or when a child is slow 
in learning to walk or shows weakness or peculiarity of gait. 
These disturbances usually indicate the more extensive abnor- 
malities of hemivertebrae, fused vertebrae, absence of pedicles, 
or anomalous bony masses. Surgical intervention in cases of 
neurologic disability is prophylactic, not curative. Operation 
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should be conservative, and undue manipulation of the spinal 
cord or cauda equina usually aggravates the disability. Removal 
of interspinal masses, such as lipomas, dermoid cysts, intraspinal 
meningoceles, or bony spicules, is advocated, and division of 
fibrous bands, freeing of adhesions between meninges and over- 
lying lipomas, or excision of dermal sinus tracts or fistulas 
should arrest the progress of a neurologic defect. 

If a patient has no neurologic deficit and/or if no neural 
tissue is demonstrable on transillumination of the sac, a pre- 
sumptive diagnosis of meningocele can be made. Inspection of 
the cyst contents at operation, or occasionally pathologic ex- 
amination, will substantiate the diagnosis. Since some neuro- 
logic difficulty eventually develops in most children with a 
meningocele, surgical repair should be done at an early age; 
however, there should be a period of observation before opera- 
tion. Superficial infection of the lesions may occur, more ade- 
quate, toughened skin becomes available for satisfactory closure 
as the child grows, and there may be associated hydrocephalus, 
so that immediate operation should be avoided. 

No neural tissue should be removed at operation under the 
assumption that it is part of the meningocele. The sac should 
be opened and the contents thoroughly investigated before its 
neck is divided and closed. Any nerves that are found should 
be carefully freed and replaced in the thecal canal before the 
sac is ligated. Operative indications in myelomeningocele are 
removal of an unsightly mass and repair of a thin-walled defect 
subject to infection. Again the operation is only prophylactic, 
and, as with meningocele, a period of observation is necessary. 
If the defect is flat and covered by healthy skin or if there is 
associated hydrocephalus, operation is contraindicated. 


Observations on prevention 
and treatment of gangrene 
of the extremities 

in 21] patients 


P ALTHOUGH GANGRENE of the extremities may appear not to 
be a very involved subject, since diagnosis is evident and the 
treatment is some form of amputation, cases that appear clin- 
ically similar may require different management and carry 
different prognoses. In the January 1957 issue of Surgery, Gyn- 
ecology and Obstetrics, R. B. Lynn, M.D., and M. Modlin, 
M.B., present their experiences with over 200 patients with 
gangrene of the limbs. The causes of gangrene in these patients 
were classified as trauma, infection, physical, and symptomatic, 
including thromboangiitis obliterans, atherosclerosis, and meta- 
bolic gangrene. All of the 211 patients who did not die had an 
amputation. The highest digit loss occurred in frostbite; 9 pa- 
tients lost a total of 98 fingers and toes. The majority of ampu- 
tations are the result of atherosclerotic gangrene and will prob- 
ably increase with the life span of the population. In agreement 
with others, the authors found that diabetic gangrene was more 
frequent in women, that it attacks about 10 years earlier than 
senile atherosclerosis, that it is more likely to be amenable to 
amputation, and that infection, sepsis, and ulceration are more 
frequent precursors than intermittent claudication. The preven- 
tion and management of gangrene in diabetic and senile athero- 
sclerosis differ little except that control of the diabetic state is 
paramount in the former. Prevention of gangrene due to trauma 
depends on better industrial safeguards and increased public 
awareness of the hazards of the automobile. Infection, particu- 
larly gas gangrene, is decreasing owing to use of antibiotics. 
Except in trauma, physical causes, and acute embolism, there 
is almost always clinical evidence of impaired circulation before 
the development of gangrene. In the obliterative vascular dis- 
eases emphasis is on avoidance of precipitating factors. The 
patient should be made “foot conscious.” He should have well- 
fitting shoes, warm socks, and avoid heating pads and hot water 
bottles. Every patient with peripheral vascular disease must 
stop smoking. Local infections should be promptly treated with 
foot soaks and systemic and local application of antibiotics. 
Sympathetic denervation of the affected limbs is the only way 
to develop collateral circulation. The only valuable medical 
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measures in pregangrene are the adequate control of diabetes, 
abstinence from smoking, and the moderate use of alcohol. 
Once gangrene occurs; amputation in some form is inevitable. 
It must be as high as compatible with healing by first intention, 
but as low as possible. Amputation of a single toe or finger is 
justified when gangrene is localized to the digit, well demar- 
cated, and not spreading. Every effort must be made to control 
infection so that a closed amputation can be done. When there 
is doubt about healing or if the procedure may be beneficial, 
sympathectomy is combined with local amputation. This com- 
bination is most likely to succeed when one or more pulses are 
present in the ankle. When more than two toes are gangrenous, 
transmetatarsal amputation is used, and lumbar sympathectomy 
done simultaneously will increase the successful results. Ampu- 
tation of the upper third of the leg is used when transmeta- 
tarsal amputation is contraindicated or has failed, when 
gangrene is spreading and involves the heel or the dorsum of 
the foot, or when uncontrollable infection of the foot or ankle 
is present. The low thigh amputation is mandatory when the 
femoral pulse is absent. 


The enigma 
of cause of death 


P if IS WELL KNOWN that death is always the result of multi- 
ple causes, but the practice of assigning a single cause of death 
has remained prevalent. In the December 8, 1956, issue of The 
Journal of the American Medical Association, Alan E, Treloar, 
Ph.D., advocates the entry on the medical certification of cause 
of death of all conditions that meet desirable standards in defin- 
ing important diseases and the use of a term such as “termina! 
morbidity conditions” or “conterminous morbidity” instead o/ 
“specific causes of death.” The use of death rates specifying « 
cause should be replaced by a new class of rates defining propor- 
tionate morbidity at the time of death. These rates should als: 
be specific for homogeneous population groups, especially b) 
age. The physician should be relieved of the puzzling responsi- 
bility of indicating a single cause for tabulation purposes, and 
selection of a dominant cause should be voluntary. 


BOOK TRIB S 


> Books for review which were received during the period 
from March 5 to April 5 are listed on advertising pages 100-102. 
Reviews of these books will be published as space permits. 


B® MANUAL OF ANESTHESIOLOGY for Resident and Medical Stu- 
dents. By Herman Schwartz, M.D., S. H. Ngai, M.D., E. M. Papper, 
M.D. From the Anesthesiology Service, The Presbyterian Hospital, and 
Department of Anesthesiology, Columbia University, College of Physi- 
cians and Surgeons, New York, New York. Cloth. Pp. 170, with illus- 
trations. Price $4.25. Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill., 1956. 


As the title implies, this is a manual to complement the 
teaching of the anesthesia trainee in the operating room. Basic 
physiology of the respiratory, circulatory, and neurologic sys- 
tems is presented, with just enough facts to cause the trainee 
to seek out source material. 

Chapter I, detailing the proper method of keeping an anes- 
thetic record of the patient, is excellent, as too often not enough 
emphasis is placed on the recording of the vital signs during the 
course of the anesthesia. 

Chapter XIV on the complications of general anesthesia is 
of special interest. This reviewer feels it is the best chapter of 
the book, for the reason that stress is placed on the fact that 
anesthesia is not safe unless the administrator knows the pitfalls 
and the complications and how to treat them when they are en- 
countered. Knowledge of the complications of general anesthe- 
sia and their treatment is basic to the treatment of the compli- 
cations of any other method. of anesthesia. 

It is to be emphasized that this is not a text in the complete 


sense, but a manual which will be directly helpful to the resident. 


in his work. 
A. A. Gotpen, D.O. 


® PSYCHOANALYSIS OF BEHAVIOR. Collected Papers. By Sandor 
Rado, M.D., D.P. Sc., Former Clinical Professor of Psychiatry and Di- 
rector of the Psychoanalytic Clinic for Training and Research, Columbia 
University. Cloth. Pp. 387, with illustrations. Price $7.75. Grune & 
Stratton, 381 Fourth Ave., New York 16, 1956. 


The title of this volume is unfortunate—it labels an excel- 


lent and unusual work with a caption that is unimaginative and 
unimpressive. The book deserves a name not so apt to be lost 
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in the maze of psychoanalytic literature, for here is the product 
of a brilliant mind, of a student of human nature. It represents 
for the archives the work and record of Sandor Rado, whicl 
are highly creditable. 

The twenty-eight papers included are arranged in sequence 
of their appearance from 1922 to 1956. They are also divided 
into groups classified as Contributions to Classical Psychody- 
namics, Quest for a Basic Conceptual Scheme, and Development 
of Adaptational Psychodynamics. This arrangement illustrates 
the progress of Rado’s thinking and his contributions to current 
problems. 

An active, alert student such as Rado has a stimulating 
effect upon the whole field of psychiatry and on medicine as 
well, but is of primary interest to psychiatrists only and will 
have only a secondary appeal to physicians in general practice. 


Tuomas J. Meyers, Ph.D., D.O., F.A.C.N. 


& CLINICAL PATHOLOGY—Application and Interpretation. By 
Benjamin B. Wells, M.D., Ph.D., Director of Clinical Investigation, The 
Lynn Clinic, Detroit; Former Professor of Medicine and Chairman of 
the Department of Medicine, Creighton University School of Medicine, 
Omaha. Ed. 2. Cloth. Pp. 488, with illustrations. Price $8.50. W. B. 
Saunders Company, W. Washington Square, Philadelphia 5, 1956. 


This book, written by the author of a more technical work, 
is designed for the general practitioner in the small hospital or 
clinic where in all probability over 95 per cent of the laboratory 
work is devoted to less than twenty basic diagnostic tests. In 
view of this slant, an important part of the book is the author's 
common-sense, practical approach to laboratory tests in diag- 
nosis and treatment. He points out that the basic tests can 
give a wealth of information to the physician who is wise 
enough and takes time enough to interpret and evaluate them 
correctly. On the other hand, he cautions, although multiple 
and complex tests may be valuable in research situations, their 
indiscriminate use often results in nothing more than unwanted 
discomfort and cost to the patient, additional work for labor- 
tory technicians, and sometimes confusion to the doctor. 

The author discusses general infectious diseases; gastro- 
intestinal disorders; diseases of the respiratory and cardiovas- 
cular systems, the kidney and urinary tract and the blood; and 
metabolic and endocrine disorders. He highlights the role of 
diagnostic tests in surgery and obstetrics. Each topic is aj- 
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proached logically: The presentation of the clinical problem 
is followed by a discussion of the tests applicable and their 
purposes and degree of accuracy; then special methods of pre- 
paring samples or obtaining material are mentioned. Criteria 
of interpretation are discussed. Although there are few photo- 
graphs, the text is strategically supplemented by comparative 
diagnostic charts, for example, test results which indicate 


whether jaundice is due to an infection of the liver or blockage 
of the bile tract. 

The entire book is well organized and well written. The 
index is complete and planned for quick reference use. The 
book is a useful and desirable addition to the reference shelf of 
any student or general practitioner. 


bB THE TREATMENT OF FRACTURES. Volume 1. By Lorenz 
Béhler, M.D., Director of the Accident Hospital, Vienna; Professor of 
Accident Surgery, University of Vienna. Translated from the Thirteenth 
German Edition by Hans Tretter, Helen B. Luchini, Frank Kreuz, Otto 
A. Russe, and Robert Bjornson. Ed. 5 in English. Cloth. Pp. 1084, 
with illustrations. Price $24.50. Grune & Stratton, 381 Fourth Ave., 
New York 16, 1956. 


The fifth English edition of this work is based on the treat- 
ment of more than 690,000 cases by the author during the pe- 
riod 1925-1955. During those years, despite the war, the doctor 
and his staff kept full records of every patient. In order to com- 
pare objectively the various treatments used, this data was 
recently tabulated on the Hollerith punched-card system. 

The book is exact and explicit, as is attested by its con- 
tinuing popularity. Because experience has shown the author 
that theoretical knowledge is of no assistance to the patient if 
the needed material is lacking or ill-prepared, he has listed the 
equipment, number of assistants, position of patient, and order 
and details of treatment of each procedure as well as the ex- 
pected results and the most common causes of failure. Further, 
in order to prevent misinterpretation of his work, he has 
rewritten entire sections of the book. 

Excellently documented and based on well-thought-out ob- 
servations from practice, this presentation of an exceptional 
doctor’s treatment of fractures is a book which all physicians 
should read, for the contents as well as for the example of the 
physician. 


®& LABORATORY TESTS IN COMMON USE. By Solomon Garb, 
M.D., Assistant Professor of Clinical Pharmaco'ogy, Cornell University 
Medical College. Paper. Pp. 160. Price $2.00. Springer Publishing 
Company, 44 E. 23rd St., New York 10. 1956. 


After requests from advanced nursing students for a con- 
cise manual of laboratory tests, the author organized this 
pocket-sized booklet. Although the purpose of the book is pri- 
marily to explain the purposes and diagnostic values of the 
various laboratory tests so that nurses can better assist the 
doctor in handling patients and obtaining specimens, the book 
can serve as a portable reference for the medical student. In 
addition to a helpful discussion of the units of measurements, 
the book contains a practical outline for the proper care of in- 
struments, the means of obtaining specimens, the quantity need- 
ed, and the length of time specimens can be kept. For the 
student’s convenience, the material is presented in two ways— 
according to the material used and according to the organ ex- 
amined. 


&> PATHOLOGIC PHYSIOLOGY. Mechanisms of Disease. Edited by 
William A. Sodeman, M.D., F.A.C.P., Professor of Medicine and Chair- 
man of the Department of Medicine, University of Missouri, Columbia, 
Missouri. Ed. 2. Cloth. Pp. 963, with illustrations. Price $13.00. W. 
B. Saunders Company, West Washington Square, Philadelphia 5, 1956. 


This book was revised because of the rapid pace at which 
advances have taken place in the field of pathologic physiology 
during the past 6 years. In general, the approach of the text is 
the same as in previous editions. However, there is a change 
in sequence of subject matter, particularly with the early inser- 
tion of a new chapter on the Genetics of Abnormal Growth and 
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Neoplasia. Another new chapter on the nervous system also 
was added. These new chapters extend into areas of great cur- 
rent interest and tend to round out the coverage of the text. 
Revision of the section on Diabetes has improved immeasurably 
the exposition of this subject. 

Four new authors, making a total of twenty-nine, were 
added to this collaborative effort that approaches problems of 
disease in the field of internal medicine from the standpoint of 
disturbed physiology. In that it analyzes symptoms and signs 
and the mechanism of their development, this work differs from 
the usual text on physiology or medicine. The authors hope to 
bridge the gap between these two other types of books by pre- 
senting a clinical picture of disease seen as physiologic dysfunc- 
tion, so that when physicians and students observe symptoms 
they may have a reasonable explanation for their appearance. 


®&® THE BACK AND ITS DISK SYNDROMES. Including Injuries, 


Diseases, Deformities and Disabilities, with Notes on The Pelvis and 
Coccyx. By Philip Lewin, M.D., F.A.C.S., F.LC.S., Professor Emeritus 
and Formerly Chairman of Orthopaedic Surgery, Northwestern University 
Medical School; Professor of Orthopaedic Surgery, Cook County Grad- 
uate School of Medicine, Chicago; Consulting Orthopaedic Surgeon, Cook 
County Hospital; Senior Attending Orthopaedic Surgeon, Michael Reese 
Hospital, and formerly Chairman of the Department; Chief of Staff, 
Highwood Hospital and Clinic, Highwood, Illinois; Colonel, Medical 
Corps, U.S. Army (Retired), Chicago. Ed. 2. Cloth. Pp. 942, with illus- 
trations. Price $18.50. Lea & Febiger, Washington Square, Philadelphia 
6, 1955. 


The first edition of a medical text may serve as a trial run, 
demonstrating the book’s worth and making possible a greatly 
improved second edition that will appeal to new readers and 
bring a response from owners of the first edition. Brought up 
to date and enriched with new data, the new text becomes 
doubly useful to those acquainted with it in its original form. 
Such is Dr. Lewin’s revised and retitled “Backache and Sciatic 
Neuritis.” The new title seems to carry a disproportionate em- 
phasis on the intervertebral disk syndrome, but the book itself 
is well-proportioned contentwise. It has become a volume in 
breadth, for physicians and surgeons interested in every aspect 
of disorders of “the back and its related structures.” 

Needless to say, the volume is of special interest to osteo- 
pathic physicians. Many possess the old book; knowing its 
worth, they will want the new. Whether or not doctors of 
osteopathy wish it, patients with back problems naturally turn 
toward them. The osteopathic physician is actually obligated to 
keep himself well prepared to advise these patients even if not 
to treat them for their specific difficulty. The volume is not de- 
signed for specialists, useful as it would be to the orthopedist 
for quick reference. It is a complete reference work for every 
physician called upon to solve back derangements, and this in- 
cludes every type of physician. 

The illustrations are excellently chosen (many are from 
the Ciba collections). There are many diagrams, charts, and 
summaries set out in type blocks. The book should be on every 
physician’s reference shelf. 


B® ALCOHOLISM. Edited by George N. Thompson, A.B., M.D., 

F.A.C.P., Associate Clinical Profesor of Neurology and Psychiatry, 
School of Medicine, University of Southern California, Los Angeles, 
California; Formerly, Chief of Psychiatric Service, Los Angeles County 
General Hospital; Psychiatric Consultant, Department of Corrections, 
State of California; Fellow of the American Psychiatric Association; Fel- 
low of the American Academy of Neurology. Cloth. Pp. 548, with illus- 
trations. Price $9.50. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill., 1956. 


Doctors have effectively fought many diseases; they are 
now uniting to curb—and it is hoped rout—the many-sided 
illness of alcoholism. With the exception of Alcoholic Anony- 
mous, no agency or approach has been consistently effective 
against this illness which exceeds cancer and heart disease in 
its threat to society’s well being. In response to increasing 
requests, doctors have been giving more and more attention to 
the treatment of the alcoholic. They have found—as have work- 
ers in the allied fields—that much specialized information is 
needed for effective treatment of the individual and for wise 


567 


‘ 
thie 


cooperation with other disciplines. This monograph has been 
prepared to present all known medical data on alcoholism. 

The volume surveys many phases of alcoholism: public 
health and social aspects; pharmacology; pathology; brain 
physiology; internal medicine; neurology; psychiatry; and 
electroencephalography. The chapters explore each discipline’s 
relation to alcoholism and in terse language give the facts of 
its research pertinent to the subject. Graphs, tables, and photo- 
graphs supplement the text, and lengthy lists of references 
appear at the end of each chapter. The book is recommended 
to anyone who wishes basic orientation regarding the problem 
and treatment of alcoholism. 


& UROLOGY AND INDUSTRY. By Leonard Paul Wershub, M.D., 
F.A.C.S., F.L.C.S., D-I.C.S., D-U., Associate Professor of Urology, 
New York Medical College, Metropolitan Medical Center, New York, 
New York. Cloth. Pp. 151. Price $5.00. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill., 1956. 


The number of compensation cases is increasing each year ; 
and each case demands judicious and informed medical testi- 
mony. Unfortunately most doctors are innocent of those prin- 
ciples which determine compensation judgements and of the 
legal involvements and embarrassments often connected with 
claims cases. The author has written this succinct, practical, 
and informative book to assist physicians called upon to testify 
in claims cases to protect not only their own, but also the pro- 
fession’s reputation. 

After a discussion of the evolution of workmen’s compen- 
sation laws and of the principle of causal relation which is the 
basic criterion in settlement cases, the author discusses 100 
urologic cases, their history, diagnosis, and the reasons for the 
diagnosis. He includes a long bibliography. 

Although the hook is slanted for the industrial surgeon, 
doctors in all types of practice would benefit from the practical 
content of the book. 


& PICA. A survey of the historical literature as well as reports from 
the fields of veterinary medicine and anthropology, the present study of 
pica in young children, and a discussion of its pediatric and psychological 
implications. By Marcia Cooper, Sc.D., Assistant Professor, Public Health 
Administration, Division of Mental Hygiene, School of Hygiene and 
Public Health, The Johns Hopkins University, Baltimore, Maryland. 
Cloth. Pp. 114. Price $3.75. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill., 1957. 


In present-day American civilization, the general profes- 
sional and lay belief is that pica, the craving to eat dirt, sand, 
clay, or plaster, is a rarity. Fortunately, a challenge of this 
easily accepted opinion recently prompted an investigation of 
the prevalence and causal factors of pica. The results of the 
survey could be an indictment of our society. According to the 
investigation, conducted in the Eastern Health District of Balti- 
more, 27.2 per cent of the Negro and 16.8 per cent of the white 
children reported a history of pica. 

The author stresses that pica cannot be considered a stage 
that the child will outgrow or a condition that will end with the 
termination of pregnancy. Pica, they caution, will continue as 
long as the nutrient need persists. The first duty of the doctor, 
therefore, is to correct the dietary condition. Although possible 
short-termed, pica can easily cause a child’s death, most fre- 
quently by the ingestion of poison such as lead contained in 
paint. 


® LOW-FAT COOKERY. By Evelyn S. Stead and Gloria K. Warren, 
Dietitian. Cloth. Pp. 184, with illustrations. Price $3.95. Blakiston Divi- 
sion, McGraw-Hill Book Company, 330 W. 42nd St., New York 36, 1956. 


A physician has neglected a part of his duty if he pre- 
scribes a diet and gives no further help to the member of the 
patient’s household responsible for filling the dietary prescrip- 
tion, for cook books are now available that point the way to 
superior meals, even though the cook be restricted in her choice 
of ingredients. The good cook will find in today’s special cook 
books recipes that make prescription cooking a challenge. 
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“Low-Fat Cookery” is such a book. It is the kind of guide 
that the household manager needs when she is called upon to 
provide an average intake of total fat of 25 to 50 grams per 
day, regardless of the reason for a low-fat diet. The authors 
of the text are well prepared, by both training and experience, 
to do an adequate job on their assignment; they are two doc- 
tors’ wives, and the introduction is written by their physician- 
husbands, professors in one of the best medical schools of the 
nation. 

Although the authors cll attention to the value of herbs 
in giving zest to food and do include a useful herb chart, the 
hook would gain by specific examples of herbal usage in recipes. 
American household cooking has long been overly bland, and 
many excellent family cooks are unaware of the wholly new 
flavors that can be imparted to standard foods. The proper ex- 
hibition of herbs is one way to avoid the monotony of prescrip- 
tion cooking. 

The cook should be warned that the book’s authors do 
leave something for her imagination. But no really good cook 
will resent the seeming neglect. 


® OPERATIVE SURGERY. Under the General Editorship of Charles 
Rob, M.C., M.CHIR., F.R.C.S., Professor of Surgery, St. Mary’s Hospi- 
tal, London; and Rodney Smith. M.S., F.R.C.S., Surgeon, St. George’s 
Hospital, London. Volume I. Cloth. Pp. 347. with illustrations. Price 
$19.50. F. A. Davis Company, Medical Publishers, 1914-16 Cherry St., 
Philadelphia 3, 1956. 


This British-authored text is the first work in an eight- 
volume series on operative surgery. The entire work is designed 
to demonstrate in pictorial form the surgical technic of all 
onerations in current practice from preoperative to postopera- 
tive care. Volume I is in three parts. an introduction and units 
on surgery of trauma and ahdominal surgery. Only half of the 
latter part is covered in Volume I and will be continued in 
Volume TI. Steps in the operations are shown by detailed hand- 
drawn illustrations of photogranh-like qualitv. Text matter ac- 
companying each drawing is brief as emphasis in the work is 
placed on practical demonstration rather than textual matter. 
Each of the parts is divided into sections and chapters based on 
overative procedures rather thon on the diseases they are de- 
sioned to cure or to prevent. Most of the chapters have indi- 
vidual bibliographies. Not desiened as a substitute teaching 
method for learning by actual observation of operations, this 
series will provide a method by which a surgeon can readily 
obtain information on how to perform an operation with which 
he is not fully familiar. 


B® AN ATLAS OF ANATOMY. By J. C. Boileau Grant, M.C., M.B., 
Ch.B., F.R.C.S. (Edin.), Professor of Anatomy in the University of To- 
ronto. Ed 4. Cloth. Tllustrated. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2, 1956. 


The author has referred to his book as a “collection ot 
illustrations.” To this statement it must be added that this vol- 
ume is a collection of exceptionally finely prepared and repro- 
duced drawings so organized that they are a comprehensive 
presentation of human anatomy. The illustrations are arranged 
in the same order in which the student studies anatomy in class, 
but the material of the book is clearer, more exact, and more 
varied than that which the student encounters in the laboratory. 
In particular, certain new plates which appear in this fourth 
edition give the student new insight into anatomic relationships. 
Among these are cross sections of the limbs and neck at select- 
ed levels, coronal sections of the orbital and nasal cavities, a 
median section of the head and neck, as well as basic diagrams 
of the female perineum, the buttresses of the nose and face, the 
root of the neck, and the pharynx and parotid gland from 
behind. 

The craftsmanship of the book is exact, the illustrations 
are large and clear, color is used well for highlight and differen- 
tiation, and the labeling device is easily read. The text, which 
is kept to a minimum, is concise but explicit. This “collection 
of illustrations” could be described as an anatomy course in it- 
self ; it should be prized and valued by both student and teacher. 

(Continued on page 597) 
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